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Abstract 
 
 
Although the prevalence of diabetes among Middle Eastern people is unusually high, 
little is known about the prevalence and management of diabetes among Lebanese 
immigrants in Australia. This study explored the experience of diabetes in the Lebanese 
community of Sydney, one of the city’s fastest growing ethnic groups. It examined the 
factors that contribute to the management and self-care of diabetes and the impact of the 
disease on daily life, work and relationships. 
 
The participants were Lebanese men and women aged 40-55 years who lived in the 
Sydney metropolitan area and who had been diagnosed with diabetes for at least six 
months. Both convenient and snowball sampling techniques were used to recruit eligible 
participants from medical practices that mainly served the Lebanese community. This 
study employed a mixed methods design. Qualitative data were collected via 25 in-depth 
interviews, which focused on the management and impact of diabetes. A survey 
(N>200) collected quantitative data on the socio-demographic characteristics of 
participants, health status, diagnosis and treatment of diabetes, lifestyle, self–care, 
quality of life, management of the disease and emotional wellbeing. Management of 
diabetes was measured using the Patient Activation Measurement (PAM) scale and 
quality of life (QOL) was measured with the CES-D scale.  
 
The mean age of all participants was 48 years and the majority in both studies had been 
diagnosed with diabetes between the ages of 41 and 50 years.  Analysis of the qualitative 
data showed that lack of communication and education due to language and cultural 
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barriers created a difficult environment in which to treat diabetes among this minority 
group. Health professionals did not take enough time to explain the causes and effects of 
the disease to their patients and failed to understand the social and dietary customs of the 
community. 
 
The majority (78%) of the survey participants were male and married (94%). Only about 
one-third had formal education and less than half were employed at the time of the 
study. More than one-third reported impaired mobility, around half struggled with 
personal care and hygiene, and 74% experienced difficulties at work. Diabetes 
incapacitated 80% of those attempting to do household chores, more than 75% 
experienced pain and discomfort and 73.5% suffered bouts of anxiety and depression. 
The t-test results indicated that males were more likely to follow a medical plan than 
their female counterparts, while ANOVA showed that the middle-aged participants were 
significantly more confident than the young and older cohorts at following their 
medication plans. Both results were significant at p=<0.05. ANOVA results also showed 
that participants with no formal education were less confident in preventing and 
reducing further complications of the disease than their educated counterparts. Both 
gender and diabetes education were significantly associated with stress, however there 
was no statistically significant association between diabetes self-care and demographic 
factors such as age, gender, language and diabetes knowledge. 
 
The results suggest that diabetes affected both the physical and emotional health of 
participants and that individuals with diabetes may experience considerable anxiety and 
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stress as they attempt to manage their disease. A key finding was that education 
programs need to be tailored to meet the specific needs of women, as well as those of 
younger and older cohorts, if they are to be effective in improving understanding and 
management of diabetes and enhancing quality of life. Further, the qualitative results 
also showed that a number of participants perceived health professionals are lacking 
understanding of cultural practices and ethnic foods when they were recommending 
diets and management planning of diabetes, which suggest there is a need for 
professionals’ cultural competency training. Overall, the findings fill a gap in existing 
knowledge and have important implications for professional practice with this 
vulnerable group.  
 
No claim is made that the descriptive findings of this study can be generalised to other 
ethnic groups. The thesis concludes with recommendations for further research on a 
larger and more heterogeneous population so that multivariate analysis could be used to 
identify confounding factors. Case-control studies would be able to investigate the 
temporal relationship between exposure and outcome, and other more objective 
variables, such as hemoglobin A1c, should be examined to provide a more accurate 
assessment of the quality of diabetes care.  
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CHAPTER 1 
Introduction 
 
1.1 Chapter Overview 
This chapter presents the purpose, aims and objectives of the study. It introduces the 
research questions and explains the significance and scope of the study. An overview of 
the thesis structure is also provided.  
1.2 Background  
 
Globally, diabetes has reached epidemic proportions. In 2011, the World Health 
Organisation (WHO) reported that 346 million people were affected by the disease 
worldwide and projected that mortality would double by 2030 (WHO, 2011). There are 
multiple types of diabetes, the most common being Type 2, which affects some 85-90% of 
people with diabetes (Diabetes Australia, 2011). In Australia, the number of people 
suffering from diabetes is increasing. Self-reported data from 2007-08 show that 4% of 
the Australian population, approximately 999,000 persons, had been diagnosed with 
diabetes (AIHW, 2009) and it was estimated that, by 2010, some 1.23 million Australians 
would have the disease (WHO, 2009). Diabetes and conditions related to diabetes are 
among the leading causes of death, illness and disability in Australia (AIHW 2012a; 
AIHW 2012b). Diabetes has been one of the top 10 causes of death in Australia for some 
years and was listed as the underlying cause of death in almost 5.4% of all deaths in 2010 
(AIHW, 2013).  
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Australian statistics show that proportionally more overseas-born people than Australian-
born people have diabetes and higher rates of diabetes-related deaths than the general 
population (AIHW, 2013). In Australia the estimated diabetes prevalence (2007-08) was 
highest for individuals born in the Middle East (7.7%) compared to 3.4% the Australian-
born population (O’Brien, 2010). Type 2 diabetes hospitalisation rates (2004-05) were 10 
per cent higher and death rates 20 per cent higher among overseas-born than those born in 
Australia with one of the highest rates for those born in the Middle East (O’Brien, 2010). 
While there is some limited research into the burden of this disease on ethnic populations 
in Australia, no previous study has examined the increasing incidence of diabetes within 
the Lebanese community of Sydney, which has the highest concentration of Lebanese in 
Australia. However, findings from a study that used multistage random probability 
sampling to investigate the prevalence of diabetes in the population of Lebanon showed 
11.3% of the population to be affected by Type 2 diabetes, with prevalence increasing 
with age (Hirbli et al., 2005). The implications of these findings for Lebanese 
communities elsewhere are of great concern. Given the life-threatening complications 
associated with diabetes and the impact of the disease on quality of life, research into 
diabetes in the Lebanese community of Sydney is vital.   
 
Research has shown a strong association between racial and ethnic origin and the 
incidence, prevalence, severity and outcomes of diabetes, mainly due to the prevalence of 
risk factors such as obesity, physical inactivity and a high fat diet among certain ethno-
cultural groups (Wong et al., 2005). The lack of knowledge about ethnically specific risk 
factors and determinants of intervention among Lebanese immigrants in Australia may, in 
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fact, be exacerbating the prevalence, complications, risk, mortality and morbidities of 
diabetes in this population. In order to address this gap, the proposed study aims to 
examine the experience, management and impact of diabetes in the Lebanese community. 
In particular, it investigates factors that may contribute to the development of diabetes, 
including sociodemographic characteristics, aspects of acculturation (such as length of 
residence and language spoken at home), diabetes education, awareness of and stress due 
to diabetes, and how all these affect health and quality of life.   
 
1.3 Aims  
The high incidence of diabetes among the Lebanese population of Sydney indicates a 
pressing need to identify their ethno-specific risk factors and to determine treatment and 
intervention approaches appropriate to this minority group. The aim of this study is to 
explore the experience of diabetes, its side effects and management among Lebanese 
living in the Sydney Metropolitan area. The study will also examine knowledge levels, 
attitudes, perceptions and beliefs about diabetes, and the effects the disease has on 
people’s lives. It will analyse the predisposing factors in the development of diabetes 
symptoms and their implications, including risk factors and effects, effective management 
of diabetes and the impact of the disease on psychosocial wellbeing for this particular 
group. The key findings will be disseminated to local general practice surgeries and 
through Lebanese newspapers, enabling participants and community members to be 
informed about diabetes and to understand how it can be better managed by individuals 
and families.  
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1.4 Research Questions 
The specific research questions are: 
1) What are the risk factors for the development of diabetes mellitus in the Lebanese 
population in Sydney, Australia? 
2) What are their knowledge and experience of, and attitudes towards the disease? 
3) What actions are taken to manage diabetes and what is its impact on those 
diagnosed? 
4) What complications are experienced by the Lebanese population in Sydney? 
5) Is there any relationship between socio-demographic factors and the experience and 
management of diabetes? 
6) Does acculturation have an impact on diabetes in the Lebanese community? 
7) What is the impact of diabetes on physical health, emotional/mental health, daily 
activities, work, family and social relationships and quality of life in this 
community? 
8) What strategies would be needed to raise awareness of and interest in dealing with 
diabetes among the Lebanese community? 
 
Based on these questions, a search of relevant databases was conducted. This identified no 
published peer-reviewed studies with a specific focus on diabetes in the Lebanese 
population of Sydney. Accordingly, a much wider set of inclusion criteria for the literature 
review was developed.  
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1.5  Methods 
This study employed both qualitative and quantitative techniques to address the research 
questions. The qualitative study used in-depth interviews to develop an understanding of 
the experience, side effects and management of the disease amongst this population. The 
qualitative approach also was used to explore traits such as attitudes, perceptions and 
beliefs of Lebanese migrants in Australia. Because the wider study involved identifying 
the numbers of people affected and the factors leading to development of symptoms, the 
qualitative component collected information on diabetes experience, history, 
complications and side effects, management and impact on quality of life and 
psychosocial well-being of sufferers.  
 
The purpose of the qualitative study was to establish common themes in the experience of 
Lebanese people with diabetes. This kind of information can inform the development of 
better strategies for improving the diagnosis, management and treatment of diabetes 
mellitus in this community. The results will provide a unique perspective on this 
community and the effects of social and cultural differences on the experiences of 
immigrants with diabetes, with a view to achieving more effective management of 
diabetes in the Lebanese community. 
 
A quantitative approach used a structured questionnaire and validated instruments to 
measure the effect of diabetes on health and well-being and employed statistical tools for 
data analysis (Abeyasekera, 2000). The quantitative study was designed to identify risk 
factors and effects of diabetes; effective management of diabetes; self-efficacy of diabetes 
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management and associated barriers; and to assess the impact of diabetes on psychosocial 
well being. This method was also used to assess some of the themes that were generated 
in the qualitative study. Quantitative data included socio-demographic details (age, 
gender, education, income, occupation, migration); health behaviour, lifestyles and 
acculturation; and diagnosis, management and impact of diabetes. A number of scales 
including the Diabetes Self-Efficacy Scale (Stanford Patient Education Research Centre, 
n.d), the Perceived Diabetes Self–Management Scale (PHCS) (Smith et al., 1995) and the 
Summary of Diabetes Self-Care Activities (Toobert et al., 2000) were used to measure 
management-related issues and the impact of diabetes on the physical, social and 
emotional life of the participants. The survey instrument included both structured and 
open-ended items, scale type questions and checklists. 
 
1.5.1    Sample 
The participants were Lebanese women and men living in NSW aged 40-55 years who 
had been diagnosed with diabetes at least six months prior to the study. A snowball 
sampling technique was employed to recruit 25 participants for in-depth interviews and 
200 participants for the survey. A power analysis using the Cohen (1988) formula 
indicated that a sample size of 200 would give an 80% chance of detecting correlation ± 
0.223 at 0.01 levels.  
 
Participants were recruited from areas with high concentrations of Lebanese people in the 
Sydney Metropolitan area, such as Bexley, Rockdale, Arncliffe, Lakemba, Punchbowl and 
Bankstown. The study was advertised in Lebanese-oriented media (newspaper, radio and 
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websites). Some participants were drawn from local general practice surgeries in these 
areas, which were approached to assist with identifying and recruiting eligible 
participants. 
 
1.6  Significance of the Study  
The study seeks to fill an important gap in knowledge about diabetes in the Lebanese 
community of Sydney.  Diabetes is a disease that can lead to a variety of secondary 
problems, such as deafness, blindness, neuropathy, renal failure and loss of quality of life 
(Medlej, 2004) and can adversely affect an individual’s employment and income 
opportunities (Kraut, et al. 2001). As well, the cost of treatment can place a serious strain 
on the household budget, affecting family relationships and social life. By generating new 
knowledge about the occurrence, management and impacts of this disease on daily life, 
work and relationships, the study will also make a number of practical contributions. In 
particular, the findings will: 
o assist with the development of culturally appropriate diabetes management 
guidelines for Lebanese migrants in Australia;  
o broaden the research knowledge base on diabetes management and the impact 
of the disease, including methodological considerations;  
o indirectly benefit the study participants.  The key findings will also be 
disseminated to local surgeries and Lebanese newspapers, through which 
participants and other community members will become better informed about 
prevention and management strategies; and 
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o help healthcare professionals to provide more effective diabetes-related services 
to Lebanese people and other ethnic communities.  
 
1.7 Ethical Considerations 
Ethical clearance for the study was obtained from the Human Research Ethics 
Committee of the University of Sydney. Informed consent and confidentiality were the 
main ethical considerations. The aims and objectives of the study were clearly 
communicated to potential participants through the Participant information statement 
(PSI) that accompanied the questionnaire.  The PSI briefly explained the purpose of the 
study, participant’s responsibilities, and provided the researcher’s contact details. The 
informed consent form explained that participation was entirely voluntary and that 
participants had the right to withdraw from the study at any time without penalty. It also 
outlined the potential risks and (indirect) benefits of participation.  
 
Confidentiality was maintained throughout the study. No identifying information was 
collected and the anonymity of participants was preserved at all stages of the research and 
in published reports.  
 
1.8     Organisation of the Thesis 
Chapter 1 introduced the research problem and explained the study’s aims and 
significance. The research questions are presented and a brief outline of the methodology 
and ethical considerations is provided. Chapter 2 discusses the history of Lebanese 
migration to Australia and presents a sociodemographic overview of the Australian 
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Lebanese community. Relevant literature is reviewed in Chapter 3. Chapter 4 examines 
the conceptual and theoretical models of health behaviour that provide a framework for 
the present investigation. Chapter 5 describes the study’s research design and methods. 
Results from the analysis of qualitative and quantitative data and these findings are 
compared and discussed in relation to the research questions are presented in Chapters 6 
respectively. Chapter 7 revisits the literature, restates the major findings and relates these 
to previous work. It also discusses the limitations of the study and makes 
recommendations for future research.  
 
1.9     Summary  
There is a high prevalence of diabetes in Middle Eastern communities but little is known 
about the prevalence of diabetes in the Australian Lebanese community. This study 
makes an original and significant contribution to the knowledge base by exploring the 
experience, management and impact of diabetes in the Lebanese community in Sydney. 
This community is examined in detail in the following chapter. 
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CHAPTER 2 
 
The Lebanese Community in Australia 
 
This chapter locates the study population in a social and historical context. It outlines the 
history of Lebanese migration to Australia and describes the settlement patterns and 
sociodemographic characteristics of Lebanese people in this country. It also discusses 
their health status and health service utilisation, with a particular focus on diabetes 
among Lebanese and other immigrants from non-English speaking backgrounds. 
 
2.1 Introduction  
Lebanese migration to Australia dates back over 100 years. As an immigrant and 
primarily non-English speaking population, it is highly likely that their involvement in 
mainstream healthcare is less than optimal. The design of any community care program 
must prioritise the needs and perspectives of that community if lifestyle changes are to 
be effectively implemented (Fleming et al., 2001). An immigrant population attempting 
to make a living in a foreign environment generates a specific set of issues. These are 
examined in the present chapter.  
 
2.2 History of Lebanese Migration 
The earliest Lebanese migrants to Australia settled in New South Wales in the late 19th 
century, escaping economic hardship and religious and political persecution under the 
Ottoman Empire (Convy & Monsour 2008). With the opening of the Suez Canal in 
1869, the traditional trade routes across the Middle East changed and traditional 
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industries went into decline. At the same time, rural areas experienced repeated droughts 
and plagues, and there was not enough land to support the growing population. Early 
emigrants were predominantly Christians who had suffered religious and cultural 
persecution in their own land. People wanted to escape Turkish domination and 
Christians, under the influence of foreign missionaries with religious and political ties to 
Britain, felt more affinity with European than with Islamic culture. The foreign 
missionaries cultivated Western values and provided information about opportunities for 
overseas migration.  
 
Although there are no precise data about the earliest Lebanese migrants to Australia, it 
appears from official colonial census data that they were mistakenly classified as Turks 
(Jupp, 2001). Although the classification was later amended to reflect region of origin, 
the new system failed to distinguish between Lebanese and non-Lebanese Syrians. 
Following Lebanon’s independence in 1943, there was a second influx of migrants in the 
1950’s who can be correctly identified as Lebanese (Jupp, 2001). Much of this can be 
attributed to the economic, social and political disruptions caused by World War II 
(Jupp, 2001). 
 
Financial circumstances largely determined where these emigrants went. Those who 
could afford it would pay shipping agents to send them to their city of choice. Many, 
however, ended up in places other than their intended destination. Similarly, the 
migration experience itself varied, with those who were less well-off often having to 
travel under poor conditions in steerage or fourth class (Sibai et al., 2000). Those in 
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superior accommodation included upper or middle class Lebanese with capital, 
education and business experience which allowed them to make a living in their new 
country. The most important sociocultural feature of this population was their allegiance 
to the extended family. Family came first, followed by relationships with members of 
the same village, who also shared the same religion. Even before migration, there had 
been a history of villagers moving to the cities in search of employment. There, they 
would engage in predominantly unskilled and repetitive short-term manual jobs; they 
had no roots in their new country and remained nostalgic for village life (Jupp, 2001). 
 
2.3 Migration and Settlement in Australia 
2.3.1 Chronology of migration  
In 1947, there were only 1886 Lebanese-born persons in Australia. This number slowly 
increased to 10 668 by 1966. From 1969 to 1971, the annual net settler gain dropped to 
3500 per year and continued to decline in 1973-1976 (3000 per year) (Ripoll & 
Leutholtz, 2011). In 1976-77, there was a very high net migration of 12 000 people from 
Lebanon. This peak was followed by a decline to 2500 in 1977-1978, and this steep 
decline continued into the 1980s. The ongoing conflict in Lebanon and the 1967 Arab-
Israeli war led to a rapid increase in Lebanese migration to Australia―24 218 in 1971, 
33 424 in 1976 and 49 623 in 1981 (Department of immigration and Citzenship, n.d.). 
Between 1991 and 1996, there was no noticeable increase in the Lebanese-born 
Australian migrant population. At the 2001 Census, there were 71 310 Lebanon-born 
people in Australia, accounting for 1.7% of the overseas-born population and 0.4% of 
the total Australian population (Australian Bureau of Statistics, 2001) 
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The latest Census (2011) recorded 76 451 Lebanese-born people in Australia, an 
increase of 2.1% from the 2006 Census. The 2011 distribution by state and territory 
showed New South Wales had the largest number with 56 294, followed by Victoria (15 
871), South Australia (1457) and Queensland (1294) (DIAC, n.d). These figures, 
however, do not include the large number of younger persons born in Australia with one 
or both parents who were born in Lebanon. Tables 2-1 and 2-2 show the growth trend of 
Lebanese-born people in Australia from 1900 to 2011.  
 
 Table 2-1 Growth of Lebanese population in NSW, Australia, 1901-2011  
Year Number 
Lebanese Born in 
Australia 
Number Lebanese 
Born in NSW 
% in NSW 
1901 1498 743 49 
1921 1803 - 47 
1947 1886 1120 59 
1966 10668 - 78 
1976 33424 - 77 
1981 49623 38251 75 
1991 68787 51271 - 
1996 70213 52336 74.5 
2001 71349 53225 74.5 
2006 74850 55777 74.5 
2011 76451 56294 76.6 
 
Sources: Nabipour, 2003; Von Mehring & Minkowski, 1890; Banting et al., 1991; 
Bryan, 2004; ABS, 2011. 
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Table 2-2 Number of Lebanese in Australia, 1976-2011 
Birth place 2011 census 2006 census 2001 census 1996 census 1976 census 
Lebanon- born 76451 74850 71349 70247 33000 
All Lebanese  
 
- 181751 106674 - - 
 
Sources: Nabipour, 2003; Banting et al., 1991; Bryan, 2004, ABS,  2011. 
 
 
 
2.3.2. Migration by state  
 
The 1996 census showed that about 150 000 Australians were of Lebanese descent. Of 
the 100 Lebanese organisations in Australia, the majority are located in Sydney, with 
several in Melbourne, some in Brisbane, and a few in Adelaide. This reflects the 
concentration of Lebanese communities in different cities. These organisations provide 
cultural, social, educational, religious and sporting activities for members of the 
Lebanese community (Burnley, 1982). Table 2-3 shows the residential distribution of 
Lebanese people in Australia by religion in 2001 (Australian Bureau of Statistics, 2006). 
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Table 2-3 Residential Distribution of Lebanese people in Australia by Religion, 
2001  
 
 Lebanese              Lebanese-          Lebanese- 
                              Christian             Muslim 
As per cent of Australia 
Sydney SD 
Melbourne SD 
Australia remainder 
 
          72                          75                     72 
          19                          16                     22 
            9                          10                       6 
 
Total 
Total N 
         100                        100                   100 
  147, 507                   80, 417              59, 830 
 
As per cent of Sydney 
Parramatta core 
Parramatta fringe  
Periphery 
Rockdale 
Ryde 
Liverpool 
Bankstown core 
Bankstown fringe 
Sydney SD remainder 
 
            8                             8                       8 
            8                           10                       6 
          19                           20                      18 
            3                             1                       6 
            2                             3                       1 
            4                             2                       7 
          14                            11                     17 
          12                             9                      16 
          30                            35                      21 
 
Sydney SD 
Total N 
        100                         100                   100 
  106, 674                   60, 039             43, 284 
 
 
Source: Betts & Healy (2006). 
 
The economic depression of the 1930s and resulting bankruptcies led to movements and 
relocations in New South Wales (Convy & Monsour, 2008). As well, many rural 
Lebanese families were relocating to Sydney (Convy & Monsour, 2008). This was 
prompted by the cultural imperative to maintain family unity. Many first-generation 
Lebanese families sent their children to boarding schools in Sydney. Following their 
education at college or university, many of these children did not want to return to 
remote areas with limited employment opportunities. Parents did not want to be 
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separated from their children, so they sold their businesses and moved to Sydney, having 
achieved financial security through two decades of work in Australia (Dinnerstein et al., 
1979). 
 
While the retired and less affluent first-generation immigrants remained in the rural 
areas, many Lebanese established homes in Sydney, where they grew accustomed to 
urban living. According to Convy and Monsour (2008) as their financial circumstances 
improved, they eschewed the less salubrious areas in which they had first settled (such 
as Redfern) in favour of middle class areas of Sydney. This indicates a degree of 
urbanisation within the Lebanese community that runs counter to the family- and 
community-centred values of the rural past. This shows that these second-generation 
Lebanese who were born in country areas had become acculturated to urban living. In 
the third generation, most births took place in the urban areas of Sydney, so this 
generation has never lived in nonmetropolitan areas. At present, most of these people are 
widely dispersed throughout the Sydney metropolitan areas (Convoy & Monsour, 2008) 
 
The current distribution of the Lebanese population is noteworthy. As  previously 
mentioned, New South Wales had been the main area of settlement for Lebanese 
immigrants in the 1940s, accounting for 60% of the Lebanese-born population, with 
only 12-14% in South Australia, Victoria, and Queensland. Table 2-4 compares the 
distribution in 1996, 2006 and 2011 (ABS 2008, 2011). In 1996, 74% of Lebanese 
resided in New South Wales, 20% in Victoria, 1.6% in Queensland, and 2.1% in South 
Australia. Since the 1980s, most Lebanese immigrants have settled in urban areas of 
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Sydney and Melbourne (Powles & Gifford, 1990).  This distribution remained the same 
in 2006. In 2011, there was an increase in Lebanese immigration to NSW and Victoria 
and a decline in South Australia, while the proportion for Queensland remained the 
same.  
 
Table 2-4 Lebanese Immigration by State 1996, 2006 and 2011 
Year New South Wales  
 
Victoria  
 
South 
Australia  
 
Queensland 
2011 56,294 (75%) 15,871 (21%) 1,457 (1.9%) 1,294 (1.7%) 
2006 55780 (74%) 14950 (20%) 1530 (2%) 1250 (1.7%) 
1996 74% 20% 2.1% 1.6% 
 
Source: Australian Bureau of Statistics, 2008, 2011 
 
 
2. 4.  Socio-demographic Characteristics of the Lebanese Population in Australia 
2.4.1. Age and gender  
The Lebanese population has some distinctive demographic features that are of 
relevance in the present study (Poretsky, 2009; Dobson, 1776; Dallas, 2011; Medvei, 
1993; Nabipour, 2003).  Most of the early migrants were single men. 
 
Although there are some deficiencies in the available Census data, it is possible to 
present a reasonably accurate picture of the age structure of the Lebanese population in 
Australia. Prior to 1981, the majority of immigrants were children and young adults in 
their 20s. This was in sharp contrast with the situation that prevailed before the 1970s, 
when most immigrants were slightly older and comprised predominantly Lebanese men 
in their 20s or early 30s. In 1976, there was an increase in the number of young men and 
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women aged 25-34 and 20-29 years, respectively. This reflects the existence of a 
relatively large age difference between spouses in the Lebanese community. The 1981 
census showed the same age structure among young age groups, but this hinted at an 
increase in older age groups (Yusuf et al., 1993). For example, between 1971 and 1981, 
the population aged 65 years or older increased slightly from 2% to 3%. In this period, 
the population aged 45-64 years increased from 10% to 15%. However, the proportion 
of people in the 25-44 age range remained steady at 45% and there was a noticeable 
decline in the under 25 years age group, from 47% to 37%. As a result of these trends, in 
1996 the Lebanese population had a younger age structure, mostly below 40 years. With 
the ageing of this population, it currently includes more than 8000 people aged over 60 
years.  
 
By contrast, second and third generation Lebanese in Australia are predominantly 
young. There is a clear economic divide between these two groups. The older 
immigrants are in a sound financial position while the youthful second generation, who 
live in declining industrial areas of Sydney, face increasing unemployment. 
 
2. 4.2. Employment  
Those early Lebanese immigrants who expected to amass an easy fortune and return 
home rich were quickly disappointed. Unable to speak English, having no special 
occupational skills to offer and, in some cases, experiencing discrimination because of 
their physical appearance, they had few employment opportunities open to them (Jupp, 
2001).  Studies of Lebanese and other non-English speaking migrant communities 
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worldwide have shown that language is a major barrier to employment (Ethnic 
Communities’ Council of Victoria, 2008; Fares, 1994).  
 
The characteristics of recent immigrants differ from those of longer-term Lebanese 
residents in Australia. Clearly, the Lebanese population in Australia is very 
heterogeneous, including both affluent, socially successful people as well as unskilled 
workers with consistently high unemployment and associated illiteracy (Ripoll et al., 
2011). As Table 2.5 shows, the unemployment rate for Lebanese migrants was 12% in 
2006. Among Lebanon-born people aged 15 years and over, the labour force 
participation rate was 43.6% and the unemployment rate was 9.1%. The corresponding 
rates in the total Australian population were 65% and 5.6% respectively. Of the 28, 968 
Lebanese-born who were employed, 49% were employed in a skilled managerial, 
professional or trade occupation. The corresponding rate in the total Australian 
population was 48.4% (ABS, 2011).  
 
2.4.3. Education 
There are two significant features in the educational status of Lebanese people. First, 
first-generation Lebanese men are less likely to have post-school qualifications than are 
other first-generation immigrant men in Australia. Second, second generation Christian 
Lebanese men are consistently more likely to be better qualified than their Muslim 
counterparts, only 11% Muslims in Sydney had degrees compared to 19% of Christians. 
(Betts & Healy, 2006). 
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Table 2-5 shows that more than half (51.8%) of the Lebanese population has less than 12 
years of schooling and  21.4% has completed year 12 or equivalent.  In other words, 
over 73% of the Lebanese population does not have a university degree.  At the 2011 
Census, only 34.2% of the Lebanese-born population aged 15 years and over had some 
form of higher non-school qualification compared to 55.9% of the Australian population. 
Of the Lebanese-born aged 15 years and over, 3.3% were still attending an educational 
institution.  The corresponding rate for the total Australian population was 8.6% (ABS, 
2011). 
 
Table 2-5 Education, Employment, Income and Household Size among Lebanese  
Educational Attainment (% aged 15 and over) 
Bachelor degree or higher                                                                        7.3 
Advanced diploma                                                                                   4.6 
Certificate 3, 4                                                                                          9.0 
Year 12 or equivalent                                                                               21.4 
Less than 12 years or schooling                                                               51.8 
Educational attainment not stated                                                             6.0 
Unemployment rate (%)                                                                            12.1  
Participation rate (%)                                                                                45.5 
 
Industry (%of those working) 
Agriculture, forestry and fishing                                                                0.9 
Mining                                                                                                         0.1 
Manufacturing                                                                                            10.5 
Electricity, gas, water and waste services                                                   0.4 
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Construction                                                                                                14.5 
Wholesale trade                                                                                           5.3 
Retail trade                                                                                                 13.5 
Accommodation and food services                                                            8.3 
Transport, postal and warehousing                                                             9.2 
Information media and telecommunications                                              1.4 
Financial and insurance services                                                                2.8 
Rental, hiring and real estate services                                                        1.4 
Professional, scientific and technical services                                            4.1 
Administrative and support services                                                           3.1 
Public administration and safety                                                                 3.4 
Education and training                                                                                3.8 
 
Educational Attainment (% aged 15 and over) 
Healthcare and recreation services                                                             6.0 
Arts and Recreation services                                                                       0.4 
Other services                                                                                              6.1 
Inadequately described                                                                                1.7 
Not stated                                                                                                     3.1 
 
Occupation (% of those working) 
Managers                                                                                                      16.3 
Professionals                                                                                                 11.1 
Technicians and trade workers                                                                     20.1 
Community and personal service workers                                                    5.7 
Clerical and administrative workers                                                             10.2 
Sales workers                                                                                                 9.1 
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Machinery operators and drivers                                                                  11.2 
Labourers                                                                                                      12.9 
Not stated                                                                                                       3.3 
 
Income (% aged 15 and over) 
Nil or negative income                                                                                  9.8 
$1-$399 per week                                                                                          51.2 
$400 - $799 per week                                                                                    19.6 
$800 - $999 per week                                                                                    4.7 
$1000 - $1,599 per week                                                                               5.8 
More than $1, 600 per week                                                                          2.5 
Not stated                                                                                                       6.4 
 
Average household size (persons)                                                                 4 
 
Source: Australian Bureau of Statistics, 2006. 
 
2.5. Health Status and Health Service Utilisation 
According to Shahwan-Akl (2001), the main health problems in the Lebanese 
community were blood pressure and hypertension. The proportion of men and women 
with diastolic blood pressure above 95mmHg was 12.5% and 7% respectively 
(Shahwan-Akl, 2001).  The proportion of men and women who reported having high 
blood cholesterol level (greater than 6.5mmol/L) was 8% and 10% respectively.  This is 
lower than the 1989 national figures, which showed that 16% of men and 14% of 
women had cholesterol levels greater than 6.5mmol/L (Shahwan-Akl, 2001). 
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There is no more recent detailed information about the main health problems in the 
Australian Lebanese population. In New South Wales, however, where the great 
majority of Lebanese people are located, overseas–born residents generally have better 
health than Australian-born residents (NSW Ministry of Health, 2012). In the 5-year 
period 2002-2006, age-adjusted death rates among NSW residents born in most overseas 
countries were lower than in the Australian-born population. One possible explanation 
for this finding is the ‘healthy migrant effect’, whereby people in good health are more 
likely to meet eligibility criteria and to be willing and economically able to migrate 
(NSW Ministry of Health, 2012). Nonetheless, compared with those born in Australia, 
people born in some overseas countries, including Lebanon, have higher rates of a 
number of disorders and health risk factors. These include (country of birth in brackets): 
• self-reported diabetes (Italy, Greece, Germany, Lebanon and United Kingdom); 
• hospitalisation for diabetes or its complications (Lebanon and the Philippines); 
• hospitalisation for coronary heart disease (Fiji, Lebanon, Iraq and Sri Lanka); 
• hospitalisation for cardiac revascularisation procedures (Fiji, Lebanon, Iraq, Sri 
Lanka, Greece, Indonesia, India and Italy); 
• self-reported (current) smoking (Lebanon); 
• self-reported overweight and obesity (males born in Lebanon; females born in 
Italy, Lebanon and Greece); 
• tuberculosis (India, Vietnam, the Philippines, Indonesia, China, Korea, Hong 
Kong, Fiji and Malaysia); 
• self-reported psychological distress (Lebanon and Greece); 
• premature babies (mothers born in Italy, Fiji, the Philippines and New Zealand); 
24 
• first antenatal visit after 20 weeks gestation (mothers born in Lebanon, New 
Zealand, Fiji, Iraq, Pakistan, Korea, China, Indonesia, Vietnam and the 
Philippines). 
Source: Report of the NSW Chief Health Officer, 2010, cited in NSW Multicultural 
Health and Communication Services (n.d). 
 
Health status is related to health maintenance and the ability of existing health services 
to offer health maintenance. According to Bonsignore (2006) diabetes health education 
is the cornerstone of diabetes management, because diabetes requires day-to-day 
knowledge of nutrition, exercise, monitoring, and medication. Hence, it is important that 
sufferers have access to media through which information is conveyed by the health 
authorities (Diabetes Control And Complications Trial Research Group, 1993). 
 
About 90% of the population of Lebanese descent speaks Arabic at home, so Arabic 
would be the appropriate medium for information dissemination. There are several 
Arabic newspapers in Australia which provide information about health, education, 
welfare and other services. It seems that these sources are less effective in reaching the 
older population, where diabetes is more prevalent. Evidence suggests that religious 
leaders play an important role in transmission of relevant education for this group 
(Humphrey, 1987). 
 
Fluency in English is clearly related to length of residence, but there are gender 
differences in English fluency in the Lebanese community. Men are more fluent than 
women, who tend to have less social interaction. This reflects their lower level of 
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education and use of ethnic shopping outlets. As noted earlier, over 90% of Lebanese 
use their native language at home, which indicates a high level of language maintenance. 
This has been fostered by the fact that significant numbers of relatives and friends from 
the same ethnic background live in the neighbourhood. While such links reinforce ethnic 
identity, they also present a barrier in healthcare communication if the provider does not 
speak their language. This may be a significant factor in limiting access to information 
and health services. 
 
Culture is known to influence healthcare beliefs. Where lifestyle modification is the 
primary goal of an intervention, health care providers need to understand the cultural 
expectations of the target population. This is particularly relevant in diabetes care and 
prevention (National Eye Health Education Program, 2006). A better understanding of 
cultural values and lifestyle practices would help to identify ways in which health care 
services should be modified to improve service provision and care planning. In the 
Lebanese community, care is seen as a family responsibility and is related to individual 
and collective meanings of honour (Luna, 1994). All these factors are linked to the 
health status of the Lebanese population of Sydney. However, as previously noted, 
relevant research is lacking.  
 
2.6 Cultural Practices and Health in the Lebanese community  
Although the Lebanese population honours its elders, women receive less priority 
because of the patriarchal structure of families. Women are more likely to be confined to 
the household and their health issues are assigned less importance. Both of these factors 
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are relevant to diabetes care and prevention. Similarly, providing and sharing food are 
important and highly valued in Lebanese society and, as previously mentioned, there is a 
strong adherence to a traditional diet. When groups enjoy food together, there is a 
tendency for excess consumption to occur. Dietary modification as part of a healthcare 
intervention must be designed with these factors in mind (Noureddine et al., 2006). 
Without a thorough knowledge of these practices and effective communication in the 
ethnic language, it will not be possible to devise effective strategies to control diabetes 
among this population (Noureddine et al., 2006). 
 
Lack of cultural awareness among providers is a major barrier to the delivery and 
acceptability of diabetes-related care (Mustapha, Hossain & O’Loughlin, 2012; Tripp-
Reimer et al., 2001; Cowdery et al., 2010). Family structure and norms, particularly in 
relation to gender differences, must be a key consideration in implementing an 
intervention or designing an education program. In most cases, however, healthcare 
providers appear to be unaware of these factors in Lebanese communities (Mustapha, 
Hossain & O’Loughlin, 2012).  
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2.7 Summary 
The number of Lebanese immigrants increased over the last 100 years as a result of 
economic, religious, political and environmental push factors.  The latest Census (2011) 
shows an increase of 2.1% in Lebanese-born people in Australia since 2006. New South 
Wales had the largest number followed by Victoria, South Australia and Queensland 
(ABS, 2011). Lebanese immigrants settled in different states mainly for occupational 
reasons. Prior to 1981, the majority of immigrants were children and young adults in 
their 20s. Second or third generation Lebanese are predominantly children born to 
Lebanese parents and are beginning to outnumber those born in Lebanon. The 
population contains more men than women.  
 
Some 34.2% of the Lebanese-born aged 15 years and over have some form of higher 
non-school qualification, which is lower than the figure (55.9%) for the Australian 
population as a whole. Similarly, only 3.3% of Lebanese-born people aged 15 years and 
over were still attending an educational institution in 2011, compared with 8.6% for the 
total Australian population. Among Lebanese-born people aged 15 years and over, the 
labour force participation rate was 43.6% and the unemployment rate was 9.0%.  The 
corresponding rates in the total Australian population were 65% and 5.6% respectively. 
Of the 28, 968 Lebanese-born who were employed, 49% were employed in either a 
skilled managerial, professional or trade occupation. The corresponding rate in the total 
Australian population was 48.4% (ABS, 2011) 
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A combination of factors, including language problems and social discrimination, led to 
the restriction of employment opportunities. Language difficulties also affect health 
service utilisation among immigrants. Cultural practices, such as food sharing, family 
norms and care practices, also impact on diabetes management and care. 
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CHAPTER 3 
Literature Review 
 
This chapter presents a review of literature on diabetes organised according to the 
research questions. The discussion addresses risk factors for the development of diabetes 
mellitus, knowledge, attitudes and experience of the disease, management of diabetes, 
types of complications, impact of the disease and strategies for raising awareness in the 
Lebanese community. 
 
3.1 Introduction 
Diabetes is a metabolic disease with the potential for severe multisystem complications 
such as nephropathy, vascular disease, retinopathy and neuropathy. It causes serious 
morbidity with damaging effects on quality of life and has significant cost implications 
for tertiary care and management. The outcome of the disease can be influenced by 
appropriate care, which involves intensive therapy and close control of plasma glucose. 
Such care produces an acceptable quality of life and dramatically reduces the risk of 
complications.  
 
Among Arab populations in the Middle East, the Lebanese have a high incidence of 
diabetes mellitus (Alwan & King, 1995). The Lebanese population of Sydney also has a 
high incidence of diabetes. This reflects hereditary factors, dietary patterns, prevalence 
of metabolic syndrome and increased consanguinity over many generations (Abou-
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Daoud, 1969). As Wang et al., (2012) has indicated, acculturation has a major impact on 
the incidence and effects of disease in immigrant populations. The successful 
management of diabetes is at least partly related to awareness of the disease within a 
population.  
 
An initial search of the literature identified no studies specifically relating to diabetes in 
the Lebanese population of Sydney. The criteria were therefore broadened to include 
English language literature from anywhere in the world using the keywords “diabetes 
mellitus”, “Lebanese population”, “immigrant Lebanese”, “risk factors”, “Australia”, 
“Sydney”, “knowledge”, “attitude”, “experience”, “impact”, “family”, “complications”, 
“acculturation”, “Lebanese community”, “health measures”, “preventive approaches”, 
“quality of life”, “social relationship”, “physical health”, “daily activities”, “work”, 
“family relationships”, “awareness”, “strategies”, “measures”, “effects of diabetes” and 
“interventions.” Some 131 studies were located. Following the application of Boolean 
logic (Brown, 2003), 25 relevant studies were selected for review.  
 
No previous research has investigated the risk factors contributing to the development of 
diabetes mellitus in the Sydney Lebanese population. Accordingly, the literature review 
drew on studies that addressed the biological, sociodemographic and environmental risk 
factors for diabetes among the population of Lebanon and on immigrant populations in 
general. The review is organised under categories derived from the research questions 
presented in Chapter 1. 
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3.2 Risk Factors for Diabetes 
Many factors are related to diabetes predisposition, prevalence and complications. Such 
health determinants are related to the social, cultural, psychological, and even economic 
parameters that drive life (AIHW, 2006a). The Australian Institute of Health and 
Welfare (2012) defines risk factors as a range of lifestyle related factors, mostly 
behavioural, that can increase predisposition to certain diseases. According to the World 
Health Organisation (WHO, 1999), these health-related behaviours are embedded in 
people’s day-to-day lives and can be either modifiable or non-modifiable. 
 
Assessment of risk factors and their prevalence in specific communities helps 
researchers to estimate the epidemiologic parameters of the disease, such as incidence, 
prevalence, morbidity and mortality. A better understanding of these factors is 
particularly important in studies involving specific communities, populations, countries 
or ethnic groups. Information about the markers of a particular disease in a specific 
community can help to guide the development of preventive measures and intervention 
policies. 
Genetic Factors 
The onset and development of diabetes are multifactorial in nature. Type 1 diabetes 
appears to be genetic in origin (Daneman, 2006), but expression of this genetic anomaly 
in a full-blown disease actually results from interaction with environmental agents 
(Atkinson & Eisenbarth, 2001). It has been suggested that the high prevalence of Type 1 
diabetes in the Australian Lebanese population reflects a combination of genetic 
predisposition and the changed environment following immigration (Atkinson & 
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Eisenbarth, 2001). The focus of the present study is on Type 2 diabetes among the adult 
population of the Sydney Lebanese community. The main risk factors for diabetes are 
obesity (particularly abdominal obesity), unhealthy diet, ethno-specific food habits, 
genetic predisposition (indicated by family history), age and physical inactivity, as well 
as reduced HDL cholesterol, raised triglycerides and increased blood pressure (Diabetes 
Australia, 2014). 
Obesity 
In comparison to Australian-born residents, migrants have more indicators of obesity 
such as body weight, percentage of body fat mass, basal metabolic index, and waist and 
hip circumference (Hodge et al., 2004). The increased incidence of diabetes in Greek 
and Italian migrants to Australia can be explained by known risk factors (Diabetes Care, 
2004). While no statistics are available on the Lebanese community in Australia, data on 
the population of Lebanon show that some 46.6% are obese and 36.6% are overweight 
(El Bcheraoui & Chapuis-Lucciani, 2008) and that adults, especially older non-married 
females and less educated Lebanese, engage in little or no regular physical activity or 
exercise. The presence of obesity and other risk factors for diabetes among migrants has 
been attributed to physical inactivity, smoking, poor education and frequent 
consumption of white bread (Hodge, et al. 2004). This last practice reflects the fact that 
white bread is cheaper and its poor nutritional value is not understood. This suggests that 
ethno-cultural dietary habits and socioeconomic status might be pertinent determinants 
of risk (Young, 1992).  
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Stress and Depression 
However, hereditary factors, food habits and prevalence of metabolic syndrome may 
only account for part of the problem (Abou-Daoud, 1969; Atkinson & Eisenbarth, 2001). 
Another significant risk factor is stress (Diabetes Australia, 2006; Manderson & 
Kokanovic, 2009). The stress of acculturation might account for the significantly 
increased prevalence of diabetes in Australia’s immigrant population (Wang et al., 
2012). Acculturation may impact negatively on migrants’ family and other social 
relationships, thereby compromising their health and potentially leading to the 
development of diabetes (Chun et al., 2011). Failure to overcome the social and 
economic barriers posed by their new environment is likely to lead to depression 
(Manderson & Kokanovic, 2009), a further risk factor for developing diabetes in 
immigrant populations in Australia (Arroyo et al., 2004) and elsewhere (Schulte-
Herbrüggen et al., 2008). Diabetes Australia (2006) has implicated elevated stress levels 
and increased weight gain as the prime metabolic cause of type 2 diabetes. Although 
specific research involving the Lebanese population in Australia is lacking, findings 
from research into other immigrant groups in Australia can be extrapolated to suggest 
that the relationship between stress and depression and diabetes risk arises from people’s 
everyday interactions as they attempt to adapt to a new environment. 
 
Manderson and Kokanovic (2009) suggest that variations in aetiology and management 
of specific conditions, access to health care and the extent to which medical advice is 
followed may also account for higher risk of diabetes mellitus in the immigrant 
population. These factors all suggest that the Lebanese immigrant population of 
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Australia may be particularly susceptible to diabetes and that preventive intervention is 
needed. 
Cultural and behavioural factors 
As previously noted, the incidence of diabetes is higher in the Lebanese community in 
Sydney than in non-Lebanese residents. Rissel et al., (1999) pointed out that this 
community has a high prevalence of smoking, which is culturally sanctioned. Al-Arouj 
et al. (2010) also raised issues which could pose particular challenges for diabetes 
patients during Ramadan (the ninth month of the Islamic lunar calendar) when Muslims 
around the world fast completely during daylight hours (Huda, 2013). The decreased 
food intake is a well-known risk factor for the development of  hyperglycemia, 
ketoacidosis and Dehydration with many health care professionals finding that they are 
unable to give the appropriate medical advice due to lack of knowledge about the 
optimum management of diabetes while fasting (Al-Arouj et al., 2010). Rissel et al., 
(1999) emphasises the importance of culturally sensitive care and health promotion in 
the Lebanese community. Cultural diversity has long been recognised as a barrier to 
understanding the issues around a particular health problem. This is especially important 
where there is lack of awareness about the risk factors for a lifestyle-related disease such 
as diabetes (Thow & Waters, 2005). 
Psychological factors  
Most of the care provided to the immigrant Lebanese community takes the form of 
mainstream Australian interventions. In many cases, psychological problems associated 
with struggling to establish oneself in a new country pose an additional risk for the 
development of diabetes, and there is currently a lack of appropriate psychological 
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rehabilitation programs. The inability of health care providers to understand Lebanese 
family and social customs can also limit access to services, which is itself a risk factor. 
Culturally sensitive care involves risk profiling based on an understanding of the issues, 
context and perspectives of a health issue. Among the Lebanese, the preference is for the 
problem to be explained by a family member as family is a significant factor to deal with 
the health issues and the care. In a non-English speaking community, such a person is 
difficult to find (Thow & Waters, 2005). Thus a variety of cultural practices and the 
consequences of the immigration experience itself may prove to be risk factors for 
diabetes (Thow & Waters, 2005).  
 
Other studies (Hodge et al., 2004; Hodge et al., 2006) have linked the increased 
prevalence of diabetes in immigrant populations to increased incidence and prevalence 
of alcohol consumption. Risk estimation and knowledge of risk factors can help to 
design interventions for high-risk groups. Hodge et al’s (2004) study found that, in 
comparison to Australian-born people, migrants scored higher on all indicators of 
obesity (body weight, percentage body fat mass, basal metabolic index, waist and hip 
circumference), which is applicable to the Lebanese population. Many Lebanese 
families have a history of diabetes that may be related to other factors such as war-
related stress and mental health problems. All these factors have been shown to be 
positively associated with diabetes (Hodge et al., 2004). 
 
Emotional distress associated with the migration experience has been suggested as a risk 
factor. Australian and American studies of minority groups have identified emotional 
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distress as a risk factor for diabetes (Manderson & Kokanovic, 2009; Denollet, 2000; 
Spencer et al., 2006; Rozanski et al., 2005). It is highly likely that the pressures of 
establishing a new life, the process of acculturation to a new environment, and 
encountering a variety of social and economic hurdles lead to depression. 
 
Diabetes has reached epidemic proportions in disadvantaged populations around the 
world.  The main contributing factors are diet, living conditions and ethnicity. Some or 
all of these factors may be relevant in the case of the Lebanese population in Sydney. 
Shaw and Chisholm (2003) identified a number of modifiable risk factors of behavioural 
origin for initiation of Type 2 diabetes mellitus. These are obesity, unhealthy diet, ethnic 
background, genetic predisposition (indicated by family history), age, and physical 
inactivity. Although it has been argued that differences in the diabetes risk by country of 
birth are related to high body mass, this has been attributed to imperfect measurement of 
known risk factors (Shaw & Chisholm, 2003). In this context, Barr (2006) has proposed 
that a risk factor for diabetes type 2 is metabolic syndrome, which may be prevalent in 
29% of the Australian population, with an annual incidence rate of 3%. This refers to a 
cluster of additional risk factors such as abdominal obesity, reduced HDL cholesterol, 
raised triglycerides and increased blood pressure.  
 
Risk factors are also associated with the development of diabetes complications, which 
add to the disease burden. These risk factors are high blood pressure, tobacco smoking 
and high blood cholesterol (AIHW, 2012c). According to Meisinger (2006), tobacco 
smoking is an independent risk factor for insulin-resistant type 2 diabetes, although the 
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evidence appears to be weaker than that for the other recognised risk factors enumerated 
above. Overall, obesity appears to be the strongest risk factor, especially if the 
population has a genetic predisposition.  
Environmental and genetic factors  
Almawi et al. (2006) suggested that the combined action of environmental and genetic 
factors plays a role in the development of risk for this type of diabetes in the Lebanese 
population. Their study reported an increased distribution of HLA class II alleles and 
haplotypes (DNA) in the Lebanese population with a high prevalence of type 2 diabetes 
mellitus. They proposed that this explains, at least in part, the increased familial 
prevalence of type 2 diabetes in people of Lebanese origin. Medlej et al. (2004) 
identified consanguineous marriage in the Lebanese population as one of the important 
transmitters of risk for type 1 young-onset insulin-dependent diabetes mellitus. In this 
context, Zalloua et al. (2008) suggested the need to consider population origin and 
family structure in the Lebanese population, particularly when studying diabetes and its 
complications, since there may be undiagnosed monogenic determinants in the backdrop 
of risk factors for a multifactorial disease and, in specific situations, these may 
contribute significantly to the disease risk. In relation to the Lebanese population, such 
genetic aberrations may manifest in multiple affected siblings, incidence of the disease 
in multiple related nuclear families, or one affected individual in a single family. Al-
Jenaidi’s (2005) study identified HLA and insulin genetic mutations in the Lebanese 
population, which may be a genetic risk factor. 
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The methodology employed in a study of risk factors in Australian immigrants from 
other ethnic backgrounds is of relevance to the present investigation. The study used a 
structured interview schedule to collect information on baseline potential risk factors for 
diabetes in immigrant populations (Hodge et al., 2004).  These included country of birth, 
history of smoking and alcohol intake, and information about physical activity such as 
walking, less vigorous exercise, and vigorous exercise. The study also obtained other 
relevant information such as education, history of weight change in the last five years, 
and familial predisposition (indicated by a history of diabetes in first-degree relatives). 
To assess obesity, anthropometric measurements were taken of height, weight, and waist 
and hip circumference and these were used to calculate basal metabolic index (BMI) and 
waist to hip ratio (WHR). The potential value of a food-frequency questionnaire 
validated for the Lebanese population was indicated (Naja et al., 2012), since dietary 
variables that may be associated with diabetes and their distribution by country of origin 
may be consistent with a higher risk in the Lebanese population. Elevated BMI may be a 
continuous variable that interacts with country of birth. Although, as previously 
mentioned, imperfect measurement of these known risk factors may limit the ability to 
explain the differences in diabetes risk by country of origin, this problem could be 
solved by incorporating different measures of body size and shape (Hodge et al., 2004). 
Decreased Metabolic Rate  
The prevalence of abdominal obesity is high in the Lebanese community. The 
combination of WHR and BMI may provide sufficient parameters to indicate risk, since 
increased body fat mass may lead to endogenous insulin resistance and subsequent 
manifestation of type 2 diabetes mellitus (Dunstan et al., 2002). However there are 
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limitations in both these parameters. BMI cannot differentiate between lean and fat 
mass, and WHR fails to recognise subcutaneous fat and visceral fat. This apparent 
limitation may be the key to future measurement of metabolically significant fat mass as 
the most important risk factor for diabetes mellitus. In other words, although these 
factors can measure the risk for the Lebanese population in Sydney, the same indicators 
may fail to explain difference in the prevalence of diabetes mellitus Type 2 in other 
ethnic groups migrating to and living in Sydney. The history of physical activity is 
relevant since lack of exercise is also an important determinant of obesity. Thus 
adequate characterisation of this risk is necessary. To this end, information on duration 
of activity, level of sedentariness, and other types of physical activity (e.g. household 
chores) may be expected to identify migrants at increased risk (Forsen et al., 2000). 
Finally, culturally sensitive communication is very important to ensure the collection of 
quality data. 
Low birth weight 
Another factor leading to increased risk of diabetes is early childhood or foetal growth 
restriction (Hales & Ozanne, 2003). Very low birth weight has adverse effects, and this 
is enhanced by adult obesity. The adversity that may accompany immigration may also 
be a factor in the Lebanese population. It has been noted that the adult height of 
Lebanese immigrants is lower than that of native Australians in Sydney. According to 
Leon et al. (1996), within a specified population, adult height is a crude marker of 
nutritional status in early life; poor early nutrition indicates future obesity and a higher 
risk of diabetes. Low birth weight for gestational age, which indicates poor foeto-
maternal nutrition, has been identified as a risk factor for diabetes (Hales et al., 1991). If 
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these individuals are exposed to other risk factors, such as lack of physical activity and 
obesity, they have a much higher likelihood of developing diabetes (Forsen et al., 2000). 
Obesity during pregnancy or relatively advanced age in a pregnant woman may be 
associated with increased risk of diabetes in females (Virjee et al., 2001). 
 
In summary, the identified risk factors for diabetes are: impaired glucose regulation due 
to genetic and environmental factors; obesity; lack of physical activity; unhealthy diet; 
being overweight; smoking; high blood pressure; and dyslipidemia. The immigrant 
Lebanese population may be particularly exposed to these risks because of their 
increased risk of genetic predisposition (due to consanguinity), stresses associated with 
immigration, smoking habits, hypertension, and increased body weight. Moreover, 
inadequate healthcare and malnutrition in mothers may lead to increased risk of low 
birth weight and obesity in later life. Consanguinity is an in issue in this population, 
since cousin marriage is fairly common (Abou-Daoud, 1969).  
 
The findings from research conducted in Lebanon can be combined with data on risk 
factors associated with migration. Overweight, and obesity in particular, are the most 
significant risk factors for the development of diabetes, and the increased prevalence of 
obesity is believed to be a signiﬁcant contributing factor to the rapid rise of type 2 
diabetes (Dunstan et al., 2001; Eckel et al., 2006). The increase in obesity over the last 
10 years has been attributed to lack of education, access to food and the adoption of 
Western culinary patterns (Puhl & Heuer, 2009). This may be an important consideration 
in the immigrant population of Australia. Lack of knowledge about physical activity in 
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Lebanese society may also play a role. Older adults in Lebanon report little or no 
engagement in sports, with television viewing the main leisure activity. Those who are 
single, widowed, divorced, and less educated are more likely to entertain themselves 
through television, and this impacts on obesity (El Bcheraoui & Chapuis-Lucciani 
2008). Overall, the education level of the Lebanese population is low and this may also 
be important in determining the outcome of migration (for instance, in employment 
opportunities). At the same time, the migration experience itself can be a risk factor.  
 
While prevention is the main priority in risk factor modification, knowledge and help-
seeking behaviour are also important. Noureddine et al. (2006) indicated that women 
delay seeking healthcare for a variety of cultural reasons. Lebanese women often feel 
more comfortable expressing health concerns to family members, friends and relatives, 
rather than to health care professionals. In most cases, their approach to health-related 
complaints is to wait for them to go away on their own. Because the symptoms of 
diabetes are often mild, unless there is a complication, they are likely to be ignored, 
particularly by women, thereby delaying intervention until the disease is irreversible 
(Noureddine et al., 2006). 
 
3.3 Knowledge, Attitudes and Experience of Diabetes  
Simply knowing about the problem of diabetes in migrant communities is not enough: 
effective interventions that modify behaviour are needed to reduce the risk (Nakkash et 
al., 2003). The success of health promotion programs depends on awareness and 
knowledge of the disease and of attitudes towards prevention. Understanding the target 
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group’s experience of the disease requires equal participation by the community and the 
healthcare authorities. A thorough understanding of the problems facing the Lebanese 
population would assist the development of appropriate and acceptable interventions 
(Nakkash et al., 2003). Since many risk factors are related to health behaviours, 
interventions designed to modify these behaviours are indicated. Effective risk factor 
modification can reduce the incidence of diabetes. The success of health promotion 
programs depends on three main factors: knowledge of the disease, attitudes towards 
prevention, and the familiarity of healthcare professionals with the experience and 
perspectives of the target group to ensure that intervention activities are both evidence-
based and acceptable to the Lebanese population (Nakkash et al., 2003). The evidence 
indicates that Lebanese migrants to Australia are from low to middle income 
communities, who following immigration are engaged in low income range employment 
(Betts & Healy, 2006). Since national statistical data on specific health issues in this 
population are not available, targeted research on particular communities can help to fill 
the epidemiological gap.  
 
Clearly, the main risk factors that can be modified through behavioural change are 
smoking, unhealthy diet and physical inactivity. Population-wide, community–based 
intervention programs that involve multi-sectoral partnerships and which are responsive 
to the sociocultural norms of the population need to be put in place. The goal of the 
interventions should be to effect change in health behaviours through mobilisation of the 
community and its engagement in all aspects of prevention and intervention. In the 
Australian Lebanese population, such programs should focus on smoking, physical 
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activity, obesity, hypertension and hypercholesterolemia. Their success will depend on 
their acceptability to the local population. 
 
In previous studies, a household survey, preferably using a valid questionnaire, was 
typically used to identify the levels of risk in the target community (CAMDI, 2009; Lau 
et al., 2009). The next phase was to collect detailed information about knowledge, 
attitudes and behaviours in relation to the risk factors for diabetes (such as lack of 
physical activity, inappropriate dietary habits and smoking) through face-to-face 
interviews in people’s homes. In relation to knowledge, findings from studies conducted 
in Lebanon may provide a guide. Knowledge of the beneficial effects of physical 
exercise was high, although many complained about the lack of suitable locations for 
exercising, and many did not know whether such places existed (Al Tannir et al., 2009; 
Sibai et al., 2013). For example knowledge of the consequences of obesity was also 
relatively high among Lebanese people. Most knew that high levels of fat in the diet 
caused obesity, more than three-quarters believed that obesity caused hypertension and a 
majority believed that a proper diet was necessary to stay healthy. The interviewees 
adopted different strategies to lose weight, including reduced food intake, exercise, 
skipping meals, following a diet and other methods. This knowledge, however, did not 
translate into favourable attitudes, since 25% preferred watching television while having 
lunch and 25% of the obese individuals did not feel any need to reduce weight (Nakkash 
et al., 2003).  
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According to Sulaiman et al. (2007), ethnicity is an important determinant of the 
prevalence of diabetes in Australia. The prevalence is greater among the Lebanese 
population than among indigenous Australians. The Lebanese population also has the 
highest hospitalisation rates for diabetes-related conditions. Along with the rest of the 
Middle Eastern population in Australia, they also have the highest mortality rate. The 
Lebanese community in Australia occupies an economically disadvantaged position and 
is disproportionately affected by diabetes (Australian Institute of Health and Welfare, 
2005). Rissel et al. (1998) showed that minority status often leads to socioeconomic 
disadvantage and interacts with other forms of disadvantage. 
 
As noted earlier, Lebanon has a high incidence of diabetes with impaired fasting glucose 
and impaired glucose tolerance. This is attributed to the interaction of genetic factors, 
rapid economic development, individual factors, socio-environmental factors, and 
urbanisation (Jaber et al., 2003). The uptake of preventive measures such as dietary 
modification and increased physical activity has been far less than expected, particularly 
in low socioeconomic status and linguistically diverse communities. The study by 
Sulaiman et al. (2007) is especially noteworthy in this context, since it was conducted in 
a socioeconomically disadvantaged population in Melbourne. Its aim was to document 
knowledge, attitudes, and behaviours and to identify psychosocial and cultural barriers 
to lifestyle and behavioural change.  
 
A study in Lebanon investigated attitudes towards and knowledge of healthy lifestyle 
interventions (Nakkash et al., 2003). Respondents identified their poor economic 
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situation as the major barrier to healthy eating habits, smoking cessation and increased 
physical activity. In other words, they perceived the stress of everyday living as a 
significant driver. Both diabetes and emotional distress and depression are subject to 
contextual variability. The experience of migration among people from different cultural 
and ethnic backgrounds shapes their social status and frames the experience of distress, 
which is mediated by structural and circumstantial barriers in an immigrant community 
(Manderson & Kokanovic, 2009). Not surprisingly, the Lebanese respondents reported 
that a healthier lifestyle would be facilitated by a less stressful life with less 'zaal' 
(upset). For example, resistance to smoking cessation was linked to limited knowledge, 
lack of willpower, and nervousness, stress, and sadness (expressed by 'zaal.'). Lack of 
physical exercise was attributed to accessibility, lack of time and laziness. Women 
indicated that they did not pursue physical activities because they lacked a companion, 
while men identified ‘zaal’ and physical exhaustion as the main reasons (Nakkash et al., 
2003). Love of food, feelings of hunger, increased fat content in the diet and economic 
constraints were identified as barriers to healthy eating, despite an acceptable level of 
knowledge about what constitutes a healthy diet.   
 
Another study conducted in Lebanon (Akel & Hamadeh, 1999) showed that most forms 
of diabetic management can feasibly be provided through primary care if healthcare 
professionals follow appropriate guidelines. In Lebanon, established diabetes was found 
to be more common among women and an increase in prevalence in the elderly was 
noted. Most of these patients have type 2 diabetes mellitus. The level of diabetes 
education was rated as low, despite previous findings that patient education is an 
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important predictor of diabetic control (O'Connor et al., 1992). The main modifiable risk 
factors for diabetic complications are visit noncompliance, hypertension and inadequate 
patient education. It was indicated that, to be successful in the Lebanese population, the 
format and content of patient education should be uniform and should be supported by 
patient education tools.  
 
The circumstances of diabetes care for Lebanese immigrants were investigated in 
another western country with a well-established, efficient health system (Kristensen et 
al., 2007). Hence its findings are likely to be comparable to the situation in Australia. 
The study acknowledges the importance of ethnicity, lifestyle and environment as 
contributing factors to type 2 diabetes, but highlighted the importance of cultural and 
religious norms and linguistic barriers in achieving lifestyle change. Among the 
Lebanese population, communication difficulties have been shown to hamper education 
and motivation for lifestyle modification. In the case of a disease like diabetes, in which 
the onset is mostly silent until complications occur, people tend to underestimate their 
personal risk even when they know that this can be controlled through behaviour 
modification (Weinstein, 1988). 
 
The level of awareness of risk factors is an important determinant of attitudes, since 
attitudes are driven and shaped by knowledge. A study of Lebanese immigrants in 
Melbourne (Sulaiman et al., 2007) used focus group interviews to collect data. The 
characteristics of the sample were as follows: 75% were home makers; 67% had 
completed a primary level of education; and most of the men worked in the day time. 
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Participants perceived diabetes as a serious condition that had negative effects on mental 
and physical health. Although most knew about its connection to lack of exercise and an 
unhealthy diet, they believed that the best results would come from traditional forms of 
intervention including prayers for Muslims rather than mainstream medical treatment. 
Many thought that diabetes was the result of destiny or heredity, over which they had no 
control. They believed that they were partly responsible for unhealthy eating, since they 
eat frequently. For this they blamed the availability in Australia of fast foods and 
convenience foods. There was general agreement that being overweight exposed a 
person to a higher risk of diabetes. Clearly, the perception of health risks in everyday life 
is related to beliefs about risk factors and attitudes towards potentially ameliorating 
interventions are culturally determined. The study’s findings support the suggestion that 
anxiety, tension and stress associated with the immigrant experience may be a cause of 
diabetes. This stress is exacerbated by the fear of getting diabetes and the perception that 
one is not in control of the necessary lifestyle changes. This highlights the importance of 
cultural awareness in the design of lifestyle interventions. 
 
In relation to physical activity, these participants (unlike Lebanese in some other studies) 
seem to have understood and accepted the benefits of physical activity and its role in the 
management of diabetes. They expressed a preference for walking as a form of exercise 
and some identified the value of exercise as a way of reducing stress. Importantly, 
attitudes towards physical activity were also shaped by the availability of facilities. 
Many had safety concerns, which reflect cultural isolation and expectations of migrant 
life. Women in particular feared lack of safety on the streets. Women’s cultural role in 
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the Lebanese community, especially in relation to homemaking and family 
commitments, was also identified as a barrier to exercise. 
 
This study (Mustapha, Hossain & O’Loughlin, 2012) has highlighted the significance of 
environmental changes in the Lebanese migrant lifestyle. Artificial food growing 
practices and food additives were perceived as important contributors to unhealthy diets 
in these communities. Some believed that migration increased their risk of diabetes, 
since the natural lifestyle in their country of origin was healthier. Some cited lack of 
transport as a barrier to physical activity. The lack of culturally and linguistically 
sensitive services in the mainstream health care system was perceived as barrier, and this 
seemed to shape attitudes towards health services. Risk management behaviour was 
negatively affected by the lack of interpreters and inability of medical staff to 
communicate directly with patients. 
 
3.4 Impact and Management of Diabetes  
Diet and physical exercise remain important lifestyle modifications to reduce the 
incidence of diabetes and its complications (Molitch et al., 2003) and to control the 
disease (Perkins et al., 1985). While the study by Akel and Hamadeh (1999) indicated 
that most diabetic care for the Lebanese population is feasible through primary care, the 
physiological associations, interaction of multiple factors and effect of increasing co-
morbidities (Fischer et al., 2002) make management and intervention a complex task. 
Many diabetics feel a lack of control over the disease (Thompson & Gifford, 2000), 
which suggests that the personal and lifestyle adjustments that are necessary may be 
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overwhelming and simply add to the stress and anxiety of having the disease (Cameron 
et al., 2008) 
 
Greater community participation in the development and implementation of intervention 
programs may be the key to changing attitudes towards these programs and 
implementing necessary lifestyle changes (Macaulay et al., 1999). Jackson (1994) argues 
that the best possible community participation occurs in health initiatives and programs 
based on an appropriate initial needs assessment. However, to be able to implement such 
targeted programs among the Lebanese population in Sydney, more detailed information 
regarding their lifestyle is required. The present study will help to fill this knowledge 
gap.  
 
Australian dieticians regularly record the degree of obesity and level of nutritional 
knowledge among their clients. A food history and anthropometric obesity measurement 
based on the background of ethnicity seem to be the most appropriate tools. Girgis and 
Ward (2004) have drawn attention to the compromised quality of life in the Arabic-
speaking Australian population. Their study also highlights the paucity of relevant data, 
especially in terms of health service planning. Colagiuri et al. (1998) noted the lack of 
ethno-specific diabetes-related preventive services in Australia. These deficiencies are 
reflected in the fact that the Lebanese population has higher death rates from diabetes 
than the indigenous Australian population. It is generally acknowledged that measures to 
reduce obesity, improve physical activity and reduce fat in the diet could favourably 
impact both the incidence of diabetes and its complications. Since lifestyle choices 
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associated with Lebanese culture influence these predictors of type 2 diabetes, measures 
to modify lifestyle may well be sufficient. Any successful healthcare plan must include 
actions that aim to generate knowledge, shape behaviour and frame attitudes. Heath et 
al. (2001) contend that this can be achieved through partnership and empowerment of 
the community, which is the most effective way of building capacity for health 
promotion and chronic disease prevention. In the case of an ethno-cultural group such as 
the Lebanese population in Sydney, what is required is not only evidence-based 
healthcare plans, but an equitable power balance with groups representing the dominant 
Australian culture (Voyle & Simmons, 1999).  
 
Wong et al. (2005) concur that any attempt to reduce the disproportionate burden of 
diabetes in minority ethno-cultural groups should begin with appropriate investigation of 
the group in question. Macaulay et al. (1999) suggest that greater community 
participation in the development and implementation of intervention programs for 
defined health problems may be the key to solving such problems. The basic tenet of 
community partnership is the need for a change in the attitude of professionals, who 
should ensure that they complement and reinforce community knowledge to enhance the 
acceptability of such programs. In the case of a minority immigrant community, this 
should involve a staged process (Macaulay et al., 1999). Jackson (1994) argues that the 
best possible community participation occurs through needs assessment on which 
appropriate health initiatives can be planned and executed for long-term sustainability. It 
is often difficult to locate members of the target community who can assist with this 
process and the timelines are usually not adequate. In many cases, the target population 
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is interested in the immediate solution of an existing problem, such as diabetes, rather 
than in primary prevention education. There is evidence that such programs can be very 
effective in preventing or delaying progression of diabetes (Molitch et al., 2003). 
Healthcare professionals have a responsibility to implement primary prevention 
programs since, on an individual level, correction of poor food habits, promotion of 
physical activity and control of obesity may prevent type 2 diabetes (Molitch et al., 
2003). Healthcare providers can only collect relevant information through collaboration 
and partnership with the community (Tuomilehto et al., 1992). 
 
Girgis and colleagues (2004) found that the Arabic-speaking Australian population uses 
fewer diabetes-related specialist services than their Australian-born counterparts. While 
specialist diabetic clinics exist, the number of people from these communities who 
attend them is less than one-quarter of those from the general community. There is also 
less than optimal access to print sources of information and education. The main reason 
for these low levels of utilisation was identified as their lack of cultural specificity. The 
community prefers health care to be delivered by professionals who speak their language 
or, at least, to have interpreters in all medical consultations. Similarly, dietary 
recommendations should reflect Lebanese cuisine. In Girgis et al’s study, very few 
participants knew that such services were actually available, and most thought the 
service would need appropriate cultural modifications. The services were redesigned to 
reflect these concerns. As noted earlier, most of the men work in the day time, so the 
diabetic clinics opened after hours and on Sundays. Since many community members 
were unable to attend a clinic or hospital, a program of home visits for patients with 
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established diabetes was established. A reminder system for check-up dates was also put 
in place. Many individuals were unaware of the location of diabetic clinics that were 
accessible by public transport and did not know that specialist visits were available free 
of charge.  
 
According to Lanting et al. (2008), all preventive strategies, such as adherence to dietary 
advice and engagement in regular physical activity, must be designed to influence 
proactive self-management behaviour in potential diabetics who are at high risk. The 
terms collaboration and partnership imply that the healthcare services support these self-
management activities which, as various studies have shown, result in improved control 
of risk factors for diabetes such as metabolic rate, weight and blood pressure (Glasgow 
et al., 1997). In relation to the Lebanese population in Sydney, the task is to elucidate the 
mutual relationship between these determinants of preventive management, attitudes to 
self-management, and differences in ethnicity as applicable to the specific population.  
 
Lanting et al. (2008) have shown that members of ethnic minorities, particularly those 
who have migrated to a western country, are likely to take seriously those aspects of 
diabetes treatment that they believe to be most effective. There were, however, cultural 
and social barriers to the control of dietary behaviour. The immigrant populations 
studied held positive attitudes towards the principles of self-management and received 
family and social support in their endeavours. However, they lacked self-efficacy in 
implementing changes in their own lives. Both self-efficacy and social support are 
important determinants of care outcomes (Lanting et al., 2008). The most effective 
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measure for improving self-efficacy, it has been proposed, is to develop networks that 
foster partnerships and collaboration. Narayan et al. (1998), for instance, conclude that 
standard lifestyle interventions directed by healthcare providers are less effective than an 
indirect approach motivated from within the culture. Similarly, Hamman (1992) showed 
that self-initiated behaviour for diabetes prevention depends mainly on social support 
and is related to a sense of self-efficacy and self-control.  
 
As Thow and Waters (2005) have pointed out, government initiatives to control diabetes 
in cultural and linguistic minorities lack sufficient data on which prevention strategies 
can be built. Although incidence measures are available, these are less reliable than 
prevalence estimates, which are not available. Hence, the only dependable data from 
which to assess the impact of diabetes in the Lebanese community are data on the 
prevalence of relevant risk factors. Such data are available on the standard demographic 
groups, and often on regional groups, but not for country-specific and language-based 
groups. Yet this study reports a high incidence of diabetes in the Lebanese population 
(Thow & Waters, 2005).  
 
Further, the poor rates of literacy and low educational attainment in these communities 
can affect how well members understand the information provided in already established 
diabetes education programs (Cameron, 2002). Current health promotion and education 
programs are disseminated through written information, referral to a dietician or 
attendance at a diabetic clinic, all of which present problems of access. Members of 
Australian ethnic minorities often do not know such programs exist (Perez-stable et al., 
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1997). These communities want a language-specific and culturally sensitive service 
tailored to their needs, as services designed for the mainstream Australian population 
may not meet their needs. The current model of care needs to be more aligned to the 
needs and preferences of minority populations if they are to achieve optimal outcomes 
(Robert, et al., 2006). Khodabukus (2003) highlighted that diabetes care in Australia 
must be sensitivitive towards the cultural and religious practices of ethnic minority 
groups that may present barriers to self-management or compliance. Culture is an 
important determinant of motivation (Cameron, 2002). Moreover, care programs must 
take into account the economic constraints of communities that comprise mainly lower 
wage earners with poor English. Possible solutions include making care available during 
holidays, outside working hours and through home visits. Importantly, it should be seen 
as the responsibility of care providers to promote awareness of such programs, and 
culturally specific health education should be disseminated through brochures in the 
language of the target community to improve understanding, involvement and 
attendance (Naeem, 2003). 
 
In summary, the target population in this study is under-researched. The need for 
preventive approaches is clearly justified on economic grounds for the individual and 
families. There is evidence to support various ways of accomplishing this, but these 
challenge healthcare professionals to take the lead in reshaping cultural attitudes. Given 
the silent nature of the disease and its high rate of complications, developing self-
efficacy and favourable attitudes towards compliance remain central to effective care, 
but this can only be achieved through a culturally and linguistically sensitive delivery 
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system. Mobilisation of community organisations and leaders has been proposed as an 
effective way of increasing awareness and acceptability, but such programs must build 
on principles of self-determination and empowerment through which community 
members participate in their design (Massaro & Claiborne, 2001). 
 
3.5 Complications of Diabetes 
Diabetes is a metabolic disease with a propensity to cause severe multisystem 
complications such as nephropathy, vascular disease, retinopathy and neuropathy 
(Goroll & Mulley, 2009). Cardiovascular conditions are the primary cause of death from 
diabetic complications and lead to significant morbidity, while heart disease, stroke, 
blindness, neurological problems and renal failure contribute to loss of work, poor 
quality of life, significant disability and premature death (Mathers & Penm, 1999).  
 
People with diabetes have a higher risk of gastrointestinal diseases, oral diseases, mental 
health problems and complications of pregnancy (ADA, 2007). All ethnic minority and 
migrant populations have higher diabetes complication rates and reported complication-
specific mortality rates (Wu et al., 1999; Sharareh et al., 2007; Lassetter & Callister, 
2009). Better control of diabetes can reduce eye and renal complications while control of 
other modifiable factors such as blood pressure and serum lipid levels may reduce macro 
vascular complications such as stroke, vision impairment and other diabetes-related 
complications (UKPDS, 1998). 
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Diabetes is a costly disease because of its association with multisystem complications. 
Diabetic individuals are at particularly high risk of cardiovascular complications, and all 
ethnic minority and migrant populations have higher complication rates and reported 
complication specific mortality rates (Wu et al., 1999). It is widely recognised that the 
migrant population is exposed to more diabetes risk factors, so it is not surprising that 
their rate of complications is higher. However, in these populations, the efficiency of 
care programs is less than optimal (Lassetter & Callister, 2009). These risks are due to 
the negative effects on health from stress, climatic differences, racism, separation from 
communities, changes in physical environment, lifestyle and culture and, most 
importantly, inequitable care provision for migrant populations (Sharareh et al., 2007). 
The main causes of mortality in Australia are chronic, preventable and degenerative 
diseases (AIHW 2006b).  
 
Microvascular and macrovascular complications are the leading cause of death from 
diabetes (Cade, 2008). Complications related to pregnancy and childbirth increase the 
risk of premature birth. The specific risks posed by gestational diabetes mellitus are 
independent risk factors for pregnant women, since these women tend to develop 
diabetes in later life. Children born from a pregnancy affected by gestational diabetes 
have an increased risk of developing obesity and diabetes in adulthood (Hoffman et al., 
1998).  
 
Since data specific to the Lebanese population in Sydney are lacking, the circumstances 
need to be extrapolated from information on other population groups. The short-term 
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complications of diabetes are due to hypoglycaemia, which frequently results from 
inappropriate treatment of high blood sugar. Another life-threatening short-term 
complication is diabetic ketoacidosis, which may result from severe lack of insulin and 
hypoglycemia. All diabetic individuals have an increased chance of infection and 
infectious complications and very poor wound healing (Flack & Colagiuri, 2005). 
Macrovascular complications or diseases of the large blood vessels, such as coronary 
heart disease, peripheral vascular disease and stroke, arise when the process affects the 
blood vessels in the brain (Bate & Jerums, 2003). Coronary heart disease is the leading 
cause of death in the Lebanese population (Nawfal, 2004). 
 
Although hospital mortality data provide information on cause-specific mortality, this 
may not be useful in the present context since a patient with a diabetes-related 
cardiovascular complication is likely to be admitted with a diagnosis of cardiovascular 
disease. Hence, mortality data alone would not indicate the role played by diabetes.  
 
3.6 Impact of Diabetes on Physical Health, Daily Activities, Work, Family and 
Social Relationships and Quality Of Life  
The impact of diabetes is all-encompassing and its effects on daily life, work life and 
social relationships represent a significant impairment of quality of life (Ferzacca, 2000) 
and feelings of disconnection (Aikens et al., 2008). For migrants who are already 
alienated from the mainstream, the impact of these additional problems may be too great 
to handle. Many diabetics experience difficulties in communication and memory lapses, 
which may affect conversation and further exacerbate irritation and stress (Broom & 
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Whittaker, 2004). As yet, nothing is known about the impact of diabetes on the quality 
of life of Lebanese diabetics living in Sydney. 
 
An Australian study of immigrant health with a specific focus on diabetes (Manderson et 
al., 2009) found that those with diabetes have higher rates of mental depression than the 
general population. This was related to the impact of diabetes in their daily lives and the 
psychological impact of the diagnosis. Fisher et al. (2002) identified the role played by 
physiological factors, the interaction of multiple factors and the effect of increasing 
comorbidities with increasing duration of the disease on the population. These factors 
are specific to each ethnic community since emotional distress is subject to contextually 
and culturally variable understandings of treatment and aetiology. In other words, people 
make sense of signs and symptoms in culturally specific ways. As a disease progresses, 
other issues such as comprehension, action and miscommunication become increasingly 
important influences (Shaw, et al., 2008). People affected by diabetes tend to focus on 
the impact of the disease on their daily lives and evaluate management strategies in 
relation to how these restrict their lives and customary practices. Many feel that they 
lack control over the disease, especially when their efforts to do so are unsuccessful 
(Thompson & Gifford, 2000). Inability to make the necessary personal and lifestyle 
adjustments thus adds to the baseline stress and anxiety associated with the disease 
(Cameron, 2008). Migrant populations are likely to have other social, economic and 
personal constraints that limit their ability to adhere to lifestyle advice. The resulting 
distress, depressed mood and further anxiety can lead to a chronic cycle of inability to 
control diabetes in their personal lives. Thus the economic and social stressors 
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associated with resettlement, compounded by poor health, precipitate the disease, its risk 
factors and complications (Kirmayer, 2010). 
 
Studies of diabetes in immigrant populations show that the initial reaction to a diagnosis 
of diabetes is a shock and worry about possible complications (Cameron, 2008; 
Manderson et al., 2009). The main concern is the potential loss of freedom and control 
in one’s life. Even a doctor’s comments are known to increase diabetes related stress. 
Living with diabetes involves a struggle with declining health and progressive loss of 
function. Those who have complications will be particularly affected. There is an altered 
sense of self with diabetes, and many individuals report that they need to exert more 
effort to accomplish their normal activities (Manderson et al., 2009). This suggests that 
loss of physical fitness and motivation affects perceptions of self and personal identity. 
Low energy also affects employment and financial circumstances among wage earners, 
especially those engaged in manual labour. Living with diabetes was associated with 
mood changes, sadness and distress. Many people reported losing a sense of 
achievement, independence, competence and self-reliance, which ultimately leads to 
feelings of isolation, powerlessness and weakness. In other communities, it has been 
shown that gender is related to distress at being unable to meet cultural, familial and 
other social expectations. This may be particularly relevant for women in the Lebanese 
community (Manderson et al., 2009). 
 
The quality of social life is also affected by diabetes. As well as the physical effects of 
the disease itself, there may be practical constraints on lifestyles (e.g. diet) and many 
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individuals may feel disconnected (Aikens et al., 2008). Fatigue, the need to go to bed 
early, fear of missing work and loss of interest may contribute to loss of opportunities 
for social interaction and compromise quality and frequency. In an ethnic minority 
community like the Lebanese, these factors may be compounded by language 
difficulties, leading to further isolation, loss of social status and a sense of personal 
exclusion and failure (Daniulaityte, 2004).  
 
3.7 Strategies to Increase Awareness and Acceptability  
The success of promotional programs depends on a number of factors: awareness and 
knowledge of the disease, attitudes towards prevention, understanding the target groups’ 
experience, and the equal participation of the target population and service providers. 
Despite the paucity of literature directly relevant to the Lebanese community (Kemp et 
al., 2005), several potential strategies can be identified (Britt et al., 2007). It is clear, for 
instance, that the prevalence of diabetes would be reduced by changes in diet and 
physical activity to reflect the Australian guideline of maintaining “healthy body weight 
by balancing food intake and regular physical activity” (NHMRC, 1992).  
 
Awareness and education are central to achieving these outcomes. Empowerment 
through community partnerships and collaboration with the healthcare delivery system is 
also essential. A necessary first step is to disseminate information through culturally and 
linguistically sensitive health media (Ross et al., 2000). Interpreters already participate 
in the diabetes care delivery system, but other strategies are needed to address the 
problem of participation. These include use of community leaders, information 
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brochures published in the Lebanese language, religiously sensitive dietary advice, 
Lebanese doctors and other health care professionals, and television and radio awareness 
programs in the Lebanese language (DA & RACGP, 2008). Healthcare interventions 
designed in consultation with community members, for instance through focus groups, 
may prove to be more acceptable (Diabetes Australia, 2008). The high rate of illiteracy 
in the Lebanese community must also be borne in mind. Government initiatives to 
improve social status, living conditions, literacy rates and working conditions may 
increase trust and confidence (Renehan et al., 2012). Strategies also need to take into 
account the fact that most Lebanese men are low income workers and women are 
responsible for household management. Thus there is a need for out-of-hours diabetic 
clinics and home visits (Hordacre et al., 2006). There is also a need for dissemination of 
information about locally available facilities that can provide culturally compatible 
dietary advice and other services. Evidence-based exercise programs, particularly group 
programs, may help to alleviate feelings of isolation and encourage participation 
(Redekop et al., 2002). 
 
Most importantly, service design must take into account the psychological and social 
parameters of this population and the psychological stress associated with a diagnosis of 
diabetes. Ultimately, however, such efforts require an evidence base on the experience 
of diabetes in the Lebanese community.  
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CHAPTER 4 
Conceptual and Theoretical Framework 
 
This chapter discusses several theoretical frameworks and models related to health 
behaviour and lifestyle change. The conceptual framework used in the present study is 
presented.  
 
4.1 Introduction 
Health education and self-management have been important generic strategies in 
community care of diabetes. The aim of such strategies is to enhance the involvement of 
those affected by or at risk of the disease, so that they become active partners in 
prevention and treatment (Davis et al., 2000). As Holman and Lorig (2000) have 
observed, clients/patients are both producers and consumers of health care. Since health 
education is the key deliverable in implementing interventions through the actions of the 
target population, empowerment of patients is a vital consideration and diabetes-related 
health education designed to effect lifestyle change is no exception (Tol et al., 2012, 
2013). If developed and implemented within an appropriate conceptual framework, such 
interventions should result in empowerment, motivation and acceptance by patients and 
produce lasting benefits (Cooper et al., 2003a; Henshaw 2006; Funnell et al., 2007).  
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4.2 Health Belief Model 
The Health Belief Model (HBM), first proposed by Hochbaum, Leventhal, Kegeles and 
Rosenstock in the 1950s (Rosenstock, 1966), was designed to apply to various health-
related decision making problems. It attempts to explain and predict health behaviours 
by focussing on the attitudes and beliefs of individuals (Maiman & Becker, 1974; Janz 
and Becker, 1984). This model has been used extensively to understand illness 
prevention behaviour (Speller, 2007). It is based on the theory that people will take 
health-related actions according to their knowledge and beliefs about a particular 
disease. Preventive behaviours are related to an individual’s: 
• perceptions of her/his susceptibility to acquiring the disease; 
• beliefs about the likely severity of the disease if it is not prevented;  
• beliefs about the benefits of preventive behaviour; 
• perceptions of the barriers to engaging in such behaviour; and 
• receipt of cues for action, which mostly emanate from information or advice 
(Becker & Maiman, 1975).  
According to Carmel et al. (1994), the most powerful of these predictors is perceived 
susceptibility, followed by perceived barriers. While there is a great deal of empirical 
support for the assumptions of this theory and it provides a useful heuristic tool, some 
researchers have questioned its predictive power (Harrison et al., 1992).  
 
The HBM is based on principles of adult learning and assumes that change in health 
protective behaviour is grounded in a continuous process of experiential learning. This 
premise led Irwin et al. (1988) to incorporate the concept of self-efficacy in order to 
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strengthen the framework’s predictive power (Rosenstock et al., 1988). The concept of 
self-efficacy refers to a person’s belief in her/his ability to succeed in a particular 
situation (Bandura, 1986). In the context of health behaviour, it refers to a belief that one 
is able to implement a personal lifestyle or behavioural change in a specific area. Cooper 
(2001) has argued that cognitive factors such as attitudes and self-related beliefs 
including perceptions of self-efficacy, and social–environmental variables such as social 
norms, influences of friends, family and health care providers are also important for 
health behaviour and health care professionals are inclined to include all these variables. 
Clearly, health belief’s are closely related to personal models about illness, which are 
constructed from suffering, experience, information, knowledge and cognition (Cooper, 
2001). Such models influence illness behaviour. In relation to illness prevention in a 
healthy population, both changing beliefs and enhancing self-efficacy are necessary in 
programs that require active participation (Weinman & Petrie, 1997). 
 
According to Bandura (1995), "Self-efficacy is the belief in one's capabilities to organize 
and execute the courses of action required to manage prospective situations" (p. 2). Thus 
health education as a process is aligned to beliefs about self-efficacy. This strengthens 
the theoretical propositions of the HBM in that the predictability of a health behaviour is 
increased if a person believes in the efficacy of the behaviour change and has self-belief 
in her/his ability to execute it. Beliefs and attitudes are generated through development 
of skills, knowledge and understanding. Therefore, health education should focus on 
those elements of belief that are important for effecting change. Health behavioural 
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interventions are not just about changes in behaviour, but also involve education to 
shape favourable beliefs.  
 
Various studies have used the HBM as the theoretical and conceptual basis for 
understanding patient motivation to accept and adhere to health behaviour interventions 
(Smedslund, 2000; Kendra, 2004). The experience of a behaviour change shapes the 
early belief system about a behaviour intervention, and this is reflected in acceptance 
and adherence. It has been proposed that this model is predictive of health behaviours 
that may be preventative (Sheeran & Abraham 1996; Nejad et al., 2005). The model is 
claimed to encompass demographic, psychological and psychosocial aspects of any 
specific health behaviour.  
 
Olsen et al. (2008) discussed the HBM in relation to wide-ranging preventative 
approaches to many chronic diseases. They argue that a person’s perception of the risks 
associated with inaction in the face of lifestyle-associated diseases is closely related to 
the perception of the impact of the risk on her/his current state of functioning. Decisions 
about continuing to practise a behaviour or effecting a change in current behaviour are 
the outcome of expectations about perceived benefits to their current state of health of 
doing so. The present study did not assess perceived barriers to behaviour change. 
Rather, the HBM was used to assess participants’ experience and beliefs about diabetes 
and their self-care practices in managing diabetes, including their level of confidence in 
their ability to manage the treatment regime and their perceptions of its impact on their 
quality of life. In the model, a client's self-efficacy or level of confidence in their ability 
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to implement the change in spite of existing barriers is central, although cues to action 
(from a diabetes education campaign, social encouragement or advice from healthcare 
providers) are not disregarded (Olsen et al, 2008). 
 
4.3 Transtheoretical Model and Stages of Change 
The Transtheoretical Model (TTM) was initially proposed as a mechanism for smoking 
cessation in 1982 and was first applied to diabetes management in 1993 (Prochaska & 
DiClemente, 1982; Hill et al., 2008). Understanding behaviour change as a process 
rather than a single event, the TTM attempts to explain how, rather than why, behaviour 
change occurs. Unlike previous behavioural models, it takes a pragmatic approach and 
offers explicit suggestions for how people can be helped to change their behaviour 
(Adams & White, 2003). Optimum activity level such as exercise and physical activity  
is known to prevent development of type 2 diabetes, and it also has preventive effects on 
obesity and hypertension, again leading to further preventive effects on diabetes 
(Turner-Warwick et al., 1991). There is evidence that it reduces anxiety and depression, 
which are known to have a negative effect on diabetes and its course. The current 
recommendations for every adult aged 65 years and over is to have 30 minutes or more 
of physical activity of moderate intensity, preferably every day, and for adults aged 64 
and under to engage in 2 ½ to 5 hours of moderate intensity physical activity or 1 ¼ to 2 
½ hours of vigorous intensity physical activity each week (Department of Health, 2014). 
Despite considerable evidence of its benefits, less than one-third of adults engage in 
physical activity (Adams & White, 2003). 
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Strategies to address this situation were sought in health psychology. The 
transtheoretical model and its construct of stages of change provide important insights 
into people's attitudes towards lifestyle change. This model, proposed by Prochaska et 
al. (1992), posits that change in health behaviour occurs as a progression through a 
series of stages. These stages of change are pre-contemplation, contemplation, 
preparation, action, maintenance and termination. Ten processes of change need to be 
implemented for successful progress through the stages. Associated concepts include 
temptation, self-efficacy and decisional balance (Prochaska & Velicer, 1997).  
 
This model conceptualises behaviour change as a process rather than a single 
unidirectional event. Such understanding can help health professionals to design 
interventions to achieve behaviour change based on explicit suggestions (Werch et al., 
2009). It suggests that successful behaviour change can be accomplished through 
interventions tailored to a particular stage and involving relevant processes (Kobetz et 
al., 2005). Experience shows that traditional interventions designed to improve 
participation, adherence and maintenance of a behaviour (such as physical activity) can 
lead to temporary success, but they often fail to generate long-term adherence and 
permanent change in behaviour. Although originally developed as a tool for changing 
smoking behaviour, the relevance of the TTM has been demonstrated in many other 
areas such as diabetes management and promotion of physical activity (Spencer, et al., 
2006; Nigg, et al., 2010; Hill, 2008).  
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In most cases, both experiential and behavioural processes are involved, and this helps 
people move from one stage to another (Cassidy & Aaohn, 1997). The framework is 
described as transtheoretical since it builds on many theories related to change in human 
behaviour. Each stage is characterised by specific processes. For example, in the stages 
of contemplation and preparation, strategies based on experience are most effective, 
while behavioural processes work best in the stages of action and maintenance (Cassidy, 
1997).  
 
Prochaska et al. (1998) describe their conceptual framework as a theoretical model for 
change in behaviour. It has been used to construct effective interventions in different 
areas of health education. These interventions are effective because the model uses an 
integrated theoretical framework to understand behaviour change and how to modify a 
problematic behaviour and achieve a positive behaviour (Velicer et al., 1998). As 
previously indicated, the central organising construct of this theory is stages of change. 
Each stage is associated with a series of independent variables. The model provides a 
number of outcome measures, such as decisional balance and temptation scales. 
Processes of change comprise ten different cognitive activities without behavioural 
implications, which effect intentional change through facilitation of individual decision 
making (Velicer et al., 1998). In contrast to other models of behaviour change, the TTM 
does not focus on social or biological influences on behaviour but considers these to be 
external influences impacting through the individual (Lach et al., 2004). This model was 
not used in the present study because its purpose was not to assess the stages of change 
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in behaviour following an intervention but to explore participants’ current behaviour, 
self-care and management of diabetes. 
 
From a public health perspective, increasing engagement in physical activity is strongly 
indicated as a preventive measure for diabetes, obesity, hypertension and other chronic 
diseases (Roberts & Barnard, 2005). Health care professionals wish to support and 
encourage people to make lifestyle changes that incorporate physical activity as an 
important health behaviour. Most such interventions have been designed without a 
theoretical framework (Pinto et al., 2005). Yet, as Nutbeam and Harris (2004) contend, 
the use of a conceptual model significantly improves the likelihood that lifestyle 
modification interventions will be effective. The transtheoretical model provides an 
appropriate multidimensional and multifaceted framework. According to Hutchison et 
al. (2009), however, it cannot be effectively implemented in the absence of baseline data 
on population behaviour. Further, as Kim et al. (2004) point out, such interventions must 
be informed by an understanding of the key variables in this model―stages and 
processes of change, decisional balance, self-efficacy and development―and their 
interactions. The model has relevance for all aspects of design and implementation of 
interventions, and the entire population can potentially be recruited (Cancer Prevention 
Research Center, 1998). In contrast to traditional interventions, this framework does not 
assume that the population is ready for behaviour change. Rather, it begins by 
recognising that different individuals in a given population will be at different stages of 
need, change and readiness, and thus appropriate interventions must be customised to 
increase the rates of participation and retention (Adams & White, 2005). 
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Despite all these positive possibilities and an almost sanguine formula for effectiveness, 
this approach has been shown to result in only short-term participation, gain and 
maintenance of the changed behaviour and it is likely to fail in the long run, especially 
when lifestyle associated physical activity modifications are considered (Bridle, 2005). 
Behavioural changes require more than personal motivation; external and social 
variables such as age, gender, and socioeconomic position must also be factored into the 
design of such interventions (Findorff et al., 2007).  
 
4.4 Social Cognitive Theory 
In health promotion, the major emphasis is on maintenance of quality of health through 
modification of lifestyle habits, with measures of control over health. This implies the 
need for self-management of behaviour. Social cognitive approaches to health behaviour 
were first used to promote effective self-management of chronic diseases in older 
people. A framework based on social-cognitive theory provides predictors and principles 
on how to inform, enable, guide and motivate people to adopt habits that promote health 
and reduce those that impair it (Bandura 1997: Bandura, 2004). The core variables in 
this theory are: knowledge about health risks and benefits from lifestyle modifications 
(leading to the adoption of healthy behaviour); perceived self-efficacy (ability to control 
health-related behaviours), expectations about outcomes based on a personal cost-
effectiveness analysis; personal goals for health that culminate in concrete plans and 
individual strategies for their realisation; perceived facilitators for these intended 
changes; and structural impediments to the desired changes. This theoretical framework 
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assumes that these factors interact with each other to produce lifestyle changes and 
resulting health benefits. 
 
According to Bandura (1986), knowledge of the risks posed by certain lifestyles and the 
benefits to be gained by the desired change is the precondition for behavioural 
modification. It is generally accepted that people often engage in unhealthy habits for 
enjoyment but are ignorant of the negative consequences they entail. The adoption and 
maintenance of a new lifestyle requires strength of conviction and self-discipline in 
order to overcome personal and social barriers to the change. Thus, personal beliefs 
about one’s ability to effect a change, or self-efficacy, are central in transforming 
motivation into action.  
 
Expectations about outcomes and benefits are also important constructs in this approach. 
These may take several forms, such as physical benefits, material benefits or losses, 
social reactions in terms of approval or disapproval, effects on interpersonal 
relationships and effects on health status. This theory proposes that lifestyle 
modification interventions should be designed to generate self-motivation through 
manipulation of these factors rather than through imposition (Pajares, 1997). In other 
words, it seeks to regulate lifestyle and health-related behaviour through self-evaluative 
reactions which take into account both personal cognition and social recognition. There 
have been encouraging results from a number of physical activity promotional programs 
whose design was based on this theoretical framework. Umstattd et al. (2007), for 
example, studied a program promoting physical activity among older adults. They 
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showed that participants needed to understand the physical and psychological benefits of 
exercise and concluded that the systematic incorporation of the principles of social 
cognitive theory helped to increase self-regulation in exercise behaviour. 
 
4.5 Theory of Reasoned Action and Theory of Planned Behaviour 
Ajzen’s theory of planned behaviour proposes that attitudes, subjective norms and 
behavioural control modify intentions towards a health behaviour change (Fishbein & 
Ajzen, 1975; Ajzen 1985, 1991, 2002). Moral norms have also been recognised as 
contributing factors (Eagly & Chaiken, 1993). This theory has been widely used to 
identify the predictors of a specific behavioural pattern, and its application in health 
behaviour change interventions has proved to be effective. Although critics have argued 
that this theory does not provide a guide for producing lifestyle associated behaviour 
change, it has consistently been able to predict intentions and behaviour. The theory of 
planned behaviour is an extension of the theory of reasoned action, which states that the 
strength of intention actually determines the chances of implementation of the 
behaviour, and that intention is based on personal cognitive reasoning, which develops 
the attitude towards the intended behaviour. Boden et al.’s (2008) prospective study 
explored the intention-behaviour relationship of a population in the context of a specific 
behaviour. Willingness was the most important driving factor, but intention and action 
behaviour were also influenced by anticipated regret and perceived social and 
community norms. Therefore, if interventions can be developed to influence and 
positively increase motivation and promote intention, this will lead to improved lifestyle 
related health behaviours. Boden at al. (2008) used the theory of planned behaviour to 
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identify the factors that may predict a positive decision. Following the contemplation 
stage, the preparation stage allows people to take small steps towards a final decision 
until they enter the action stage, in which they take a positive decision regarding a 
lifestyle change.  
 
A question remains as to whether general health behaviour related to diabetes can be 
predicted from a single theoretical model. Kurtz (1990) argued that diabetes may be the 
end point of many specific lifestyle associated behaviours. Therefore, no single 
conceptual framework or theoretical model can serve the purpose; rather, several need to 
be employed simultaneously (Kurtz, 1990). Abu Sabha and Achterberg (1997) addressed 
this problem of complex behaviours, such as those associated with diabetes, by 
proposing that existing theories and models should be systematically examined to 
identify a common ground for the prediction of risks, changes and outcomes.  
 
4.6  Conceptual Model Applied in this study 
The conceptual model adopted in the present study was developed based on the 
extensive review of literature and the theoretical models reviewed in the earlier sections.  
Figure 4-1 shows the direction of association between variables. Socio-demographic 
characteristics, diabetes education, and acculturation factors such as duration of 
migration, language spoken at home and proficiency in English were used as 
independent variables, while the dependent variables were management of diabetes, 
(Path A, Figure 4-1) quality of life and anxiety/depression (Path C, Figure 4-1). For 
analytical purposes, some of the dependent variables were used as independent 
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variables. For example, management of diabetes is dependent on a number of factors 
such as socio-demographic characteristics, diabetes education, self-care and 
acculturation (Paths A and F, Figure 4-1). Similarly, management of diabetes (as an 
independent variable) can determine quality of life as well as the level of 
anxiety/depression of a diabetic patient (Path B, Figure 4-1). In the proposed model the 
directions of association between variables are presented, such as independent variables 
including socio-demographic, has an impact on the mangement of diabetes (Path A), 
diabetes education (Path D) and quality of life and anxiety/depression (Path C, see 
Figure 4-1). While diabetes education, self care and acculturation variables have impacts 
on the management of  diabetes (Path F, Figure 4-1) as well as quality of life, 
anxiety/depression related to diabetes (Path E,  Figure 4-1).  
The association between variables and outcomes is presented in Chapter 7. 
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Figure 4-1 Conceptual framework used in this study 
 
4.7 Summary 
A successful program designed to lead to positive decision-making in relation to health 
behaviour change must align to the person's stage of change (DiClemente et al., 1991). 
Even though this approach may not produce an immediate positive result, it can move 
individuals and families towards a future change if interventions are continued 
(Prochaska et al. 1992).  As discussed in Chapter 3, the issues affecting the Lebanese 
population in Sydney are complex. This was to be expected, since the management and 
control of diabetes involve a complex set of phenomena. Diabetes education is only one 
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of many interventions. The literature reviewed in this chapter suggests that interventions 
targeting a particular aspect of a complex problem are more effective than interventions 
aimed at single aspects of a complex management regimen (Strine at al., 2005). These 
approaches have three elements: 1) reduction in lifestyle-associated risk factors, which 
can be accomplished through diabetes education that increases awareness and 
motivation for self-management and the provision of appropriate support;  2) effective 
drug therapy strategies to keep risk factors within acceptable limits, such as maintenance 
of normal blood glucose, lipid levels, and blood pressure; and 3) efficient and effective 
monitoring and surveillance systems for early detection in at risk cases, diagnosis and 
prevention of complications, and treatment of complications (Cooper et al., 2003b),  
 
Patient education programs should be based on the available evidence of theoretical 
frameworks that have been developed and shown to be effective (Campbell et al., 2000). 
The selection of an appropriate framework is particularly important in health education 
for people with chronic diseases, such as diabetes, who have complex needs in relation 
to behaviour modification. To be effective, educational programs for lifestyle change 
must use theory to guide their design and evaluation. A theoretically constructed 
education program will empower people with diabetes (Cooper et al., 2003a). Recent 
studies have demonstrated the effectiveness of behaviour learning programs in 
improving the self treatment and self care skills of diabetic patients (Gielen et al., 2008; 
Harvey & Lawson 2009; Izquierdo et al., 2003; Loveman et al., 2003; Loveman et al., 
2008; Rubin et al., 1993).  The starting point for an effective diabetes education program 
is to understand people with diabetes, their experience of the disease, their self-care 
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behaviour and management strategies. This requires research that will produce both 
qualitative and quantitative data to provide a holistic picture. The proposed conceptual 
model will provide understanding of people with diabetes, their self care, and 
management of diabetes and how all these impact on their depression and quality of life.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
78 
CHAPTER 5 
 
Methodology 
 
The purpose of this study was to examine the incidence and experience of diabetes 
among immigrant populations, with particular focus on the impact and management of 
the disease in the Australian Lebanese community. This chapter briefly reviews the aims 
of the study, explains the mixed methods (qualitative and quantitative) research design 
and describes the techniques used to collect and analyse data.  
 
5.1 Introduction 
In Australia, there is a higher incidence of diabetes among immigrant populations, 
particularly those born in Asia, the Middle East and Southern and Eastern Europe (ABS, 
2006). Though this can be at least partially attributed to genetic factors, much of the 
explanation involves acculturation, or the extent to which an immigrant population takes 
on the values and practices of the host population. Although Sydney is the most densely 
Lebanese-populated area in Australia, no previous research has investigated the increasing 
incidence of diabetes and the barriers to effective prevention and management of the 
disease in this community. The aim of the present study is to fill this knowledge gap. The 
specific research objectives are to identify the key socio-demographic and environmental 
factors that influence participants’ involvement in diabetes activities, their self efficacy 
and self management.  
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5.2 Research Design 
A two-stage, mixed methods, cross-sectional research design was employed. In the first 
stage, 25 semi-structured interviews were undertaken to collect qualitative data on 
participants’ understanding of the disease, their beliefs and knowledge about diabetes, 
and how it impacts on their lives.  This was an exploratory descriptive study. Descriptive 
research yields data that describe the “who, what, when, where, and how” of a health 
issue, not what caused it (Crosby et al, 2006).  Descriptive qualitative research gathers 
information about a current condition and does not have the capacity to detect a causal 
relationship.  There is an emphasis on describing the condition, rather than on judging or 
interpreting results (McMillan & Schumacher, 2009; Polgar & Thomas, 2008).   
 
In Stage 2, 200 respondents of Lebanese background aged 40-55 years, who had been 
diagnosed with diabetes for at least six months prior to the study were surveyed using a 
structured questionnaire.  Both convenient and snowball sampling techniques were used 
to recruit participants for the quantitative study.  A survey instrument was developed 
based on an extensive review of the literature and existing validated instruments to 
identify risk factors and effects of diabetes; effective management of diabetes; self-
efficacy of diabetes management and the barriers; and assess the impact of diabetes on 
psycho-social well being of a sample of the Australian Lebanese population.  Some of 
the information  collected included the participants’ background including age, gender, 
education, income, occupation, migration; health behaviour, lifestyles and level of 
acculturation; diagnosis, management and impact of diabetes. Full details of the research 
design, development of survey instrument and data collection are provided in section 5.4 
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5.3 Stage 1: Semi-structured interviews 
Qualitative methods are used to explore attitudes, perceptions or beliefs and to generate 
in-depth understanding of an individual’s experience. They are particularly well-suited 
to exploration, discovery and inductive logic and typically produce a wealth of detailed 
data about a defined number of people and cases (Patton, 2002). The aim is to identify 
common or recurring themes in the data.   
 
The in-depth interview contained open-ended questions about diabetes experience 
(medical history, complications and side effects), disease management and impact on 
quality of life and wellbeing (Appendix 5.1). In this type of interview, there is no 
predetermined response schedule. Participants can respond in any way they choose and 
with as much detail as they wish (Polger & Thomas, 2008).  In the present study, the 
open-ended questions allowed study participants to speak freely about the physical, 
emotional and psychological effects of having diabetes in the context of Lebanese 
culture. 
 
Qualitative methods are recommended where the topic under investigation is sensitive or 
if disclosure of personal information (for instance, financial distress or problems in 
family relationships) is likely to cause embarrassment. When participants are allowed a 
unique voice, they believe their opinion counts and may be more willing to share their 
experiences. One of the benefits of qualitative research is the ability to interact with the 
research participants in their own language and on their own terms (Kirk & Miller, 
1986). The student researcher in the present study is an Arabic speaker and of Lebanese 
background.  
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The purpose of this component of the study was to gain an in-depth understanding of 
how diabetes affects the lives of members of the Lebanese community and why the 
prevalence of the disease is so high. The use of semi-structured interviews means that a 
variety of views and experiences can be obtained and compared to identify recurring 
patterns or themes.  Face-to-face interviews generate more in-depth information than is 
possible with a structured survey instrument.  
 
5.3.1 Sampling and Recruitment 
Permission was obtained from thirteen (13) general practice surgeries to recruit 
participants for the study. The eligibility criteria were: Lebanese people aged 40-55 
years who had been diagnosed with Type 2 diabetes for more than six months prior to 
the study and who lived in the Sydney metropolitan area. The age group reflected the 
typical age at which diabetes is diagnosed in the general population. Type 2 diabetes is 
predominantly a disease of later life, which generally develops after age 40 (Harvard 
Health publications, n.d).  Sydney was chosen as the study site because it has the highest 
concentration of Lebanese people in Australia.   
 
Thirteen local surgeries in the suburbs of St George, Lakemba and Bankstown were 
contacted to request permission to interview Lebanese patients with a diagnosis of 
diabetes. When permission was granted and ethical approval for the study had been 
obtained, eligible patients were identified using data extraction techniques. Data 
extraction typically uses a set of parameters to identify particular groups with common 
characteristics. The automated patient record system, however, did not recognise length 
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of diagnosis as a parameter.  Therefore, once patient data by diagnosis had been 
extracted, the medical records of potential participants were reviewed to determine 
eligibility according to length of diagnosis. 
 
Eligible patients were contacted and invited to participate.  An explanation was provided 
of the purpose of the study, the voluntary nature of participation and how confidentiality 
would be ensured (Appendix 5.2, Participant Information Sheet). Patients who did not 
agree to participate were then removed from the list. Each patient who agreed to 
participate was also asked to sign the consent form before the in-depth interview was 
carried out.   
 
In this way, a sample of 25 participants was recruited. In qualitative research, a sample 
of this size is usually considered sufficient, especially for a study involving limited time 
and resources (Berg, 2004; Holloway & Wheeler, 2010).   
 
5.3.2 Data Collection 
The in-depth interview (Appendix 5.1) contained 11 open-ended questions about the 
social, psychological, financial and cultural impact of diabetes on the lives of 
participants. The in-depth interviews were conducted at the place chosen by the 
participant, such as the surgery. Each interview took on average one hour, and the 
responses were audio recorded in full with permission then transcribed word-by-word 
using a professional transcriber. Some participants (N=5) did not give permission for the 
interview to be audio recorded and, their responses were recorded by hand in a 
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notebook. The topics covered in the in-depth interviews were age at diagnosis, how the 
diagnosis was made, a description of their symptoms at diagnosis, how their quality of 
life was affected, what they found to be the most difficult aspects of the disease, and 
what were the physical and emotional effects of the disease. Overall, the qualitative 
component of the study focused on identifying major difficulties experienced by 
participants with the diagnosis and treatment process in order to gain an understanding 
and to establish possible ways to improve the overall experiences and outcomes for 
Lebanese people with diabetes. 
 
5.3.3 Data Analysis 
The method utilised for qualitative data analysis was interpretation of meaning based on 
descriptions of experiences and events. A number of steps were undertaken to analyse 
the qualitative data.  First, interviews were transcribed, and then identified the themes 
and recurring themes and categories.  The next step involved organisation of the themes 
focusing on response to particular question.  Direct quotations were also used where 
necessary for illustrating and reflecting these themes. 
 
Descriptive content analysis was used to identify recurring patterns and themes in the 
data in relation, for example, to common experiences of emotional challenges or 
physical limitations.  In some cases, responses from more than one question were 
combined to provide a more complete picture. Several broad themes and associated sub-
themes were identified. The main themes were: treatment of diabetes; barriers to 
treatment; management of diabetes; impact of diabetes on physical and mental health; 
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and impact on social life. The validity of this research is dependent on proper 
interpretation of the data collected from the participants, accurate recording in the form 
of detailed notes and electronic recording (audio recording), incitation of 
writing/analysis of data from the beginning of data collection, and inclusion of primary 
data collection in the final data (Tessaro et al., 2005) and results writing. 
 
Overall, the qualitative component of the study explored the diagnosis process, 
complications and side effects of diabetes, disease management and its impact on quality 
of life and psycho-social well-being. It provided an in-depth understanding of 
participants’ attitudes, perceptions and beliefs regarding the disease and their 
experiences of diagnosis, management and treatment. The findings provided the 
foundation for a larger quantitative study.  
 
5.4 Stage 2: Survey 
The quantitative component of the study adopted a structured approach using standard 
tools to identify the risk factors and effects of diabetes; management of the disease; self-
efficacy in diabetes management; barriers to effective management; and the impact of 
diabetes on psycho-social wellbeing. 
 
5.4.1 Sampling and Recruitment 
The eligibility criteria for participation in the survey were the same as for the interview 
study. Here, however, non-probability (convenience) and snowball sampling techniques 
were employed. Convenience sampling, the most commonly used form of non-probability 
sampling, “involves recruiting all participants who meet the inclusion and exclusion 
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criteria as they become available” (Portney & Watkins, 2009, p. 154). The convenience 
sample was recruited from surgeries in the Sydney suburbs of Bexley, Rockdale, 
Arncliffe, Lakemba, Punchbowl and Bankstown, which have high concentrations of 
Lebanese residents. Some participants were recruited via advertisements (Appendix 5.13) 
placed in the Lebanese newspaper and on radio and websites serving the Lebanese 
community. In snowball sampling, each participant was asked to suggest additional 
people who meet the eligibility criteria (Babbie, 2007). The researcher confirmed the 
eligibility of the nominated person before inviting them to participate.  
The final sample comprised 200 participants. According to Cohen’s (1988) formula, a 
sample of 200 gives an 80% chance of detecting correlation ± 0.223 at 0.01 levels and 
hence is an appropriate sample size.  
 
5.4.2 Data Collection 
The questionnaire (Appendix 5.5) was developed after an extensive review of the 
literature and using results obtained from the qualitative study.  It comprised structured 
and open-ended questions, rating scales and checklists which were used to collect 
sociodemographic data (age, gender, education, income and occupation) and information 
on migration history, health behaviour, lifestyle and acculturation as well as on 
diagnosis, management and impact of diabetes. Well-established, validated instruments 
were used to assess participants’ management of diabetes, self-care and quality of life. 
Each is discussed in detail below. Research staff in The Centre for Obesity, Diabetes and 
Cardiovascular Disease of the University of Sydney provided expert evaluation of the 
final instrument. A pilot study was conducted with 15 Lebanese men and women aged 
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40-55 years who had diabetes for the past six months and who lived in the Sydney 
metropolitan area. Their responses were used to check consistency, language and 
readability of the questions. A certified translator translated the final version of the 
survey instrument into Arabic (Appendix 5.7). 
 
5.4.2.1 Perceived Diabetes Self-Management Scale 
The 13-item Perceived Diabetes Self-Management Scale (PDSMS) developed by 
Wallston, Rothman and Cherrington (2007) was used to assess participants’ experiences 
of managing their own health, the actions taken to manage diabetes, and their confidence 
in managing their treatment regime. This scale was adapted from the Perceived Health 
Competence Scale (PHCS) (Smith et al., 1995), an instrument shown to be reliable and 
valid in numerous investigations (e.g., Arnold et al., 2005). Respondents were asked to 
indicate the extent to which they agree or disagree with each statement as it applies to 
them personally on a scale from 1 Strongly Disagree to 5 Strongly Agree (Appendix 
5.9).  
 
The 13 PDSMS items were grouped into four categories: understanding role and 
responsibility; understanding the recommended health regime; confidence in preventing 
and reducing further health problems; and adopting new behaviours. Table 5-1 shows 
the scales and their associated items as well as the mean, standard deviation (SD) and 
reliability (Cronbach's alpha) for each. Originally three or four items were included in 
each scale. After calculation of the Cronbach’s alpha for each item, only two items in 
each scale with an acceptable level of 0.70 and above were retained. 
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Table 5-1 Diabetes Management Scales  
Scales Items Mean   SD Cronbach’
alpha 
Understanding role & 
responsibility  
(Stage1A+B) 
 
1A responsible for taking care of 
my health.  
 
1B Active role in own health care 
is the most important thing.  
 
6.54 
6.56 
2.14 
2.43 
0.78 
 
 
Understanding 
recommended  health 
regimes 
 
(Stage2I+K) 
 
2I Know what treatments are 
available for health problems.  
 
2K Know how to prevent problems 
with health.  
 
5.68 
5.30 
2.57 
2.80 
0.79 
Confident in  preventing 
& reducing further health 
problems 
(Stage 3 C+J) 
 
3C Confident in preventing or 
reducing problems associated with 
health.  
 
3J Able to maintain lifestyle 
changes, like eating right or 
exercising.  
 
6.75 
6.57 
3.42 
2.97 
 
0.80 
Adopting new behaviour 
(Stage 4G+M) 
 
4G Confident that in following 
through on medical treatments need 
to do at home  
 
4M Confident in maintaining 
lifestyle changes, like eating right 
and exercising, even during times of 
stress.  
 
 
6.23 
6.05 
1.86 
1.83 
 
0.76 
 
5.4.2.2 Diabetes Self-Care Activities Scale  
Diabetes self-care includes a range of activities such as self-monitoring of blood 
glucose, eating a low-saturated fat diet, checking one’s feet and smoking habits. The 
Diabetes Self-Care Activities Scale (DSCAS) (Toobert et al., 2000) was used in this 
study.  Some examples of questions in the DSCAS are listed below. 
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1. How many days did you completely follow the recommended diet?  
0 1 2 3 4 5 6 7   
2. How many times in the last SEVEN DAYS did you actually test your blood sugar?  
 0 1 2 3 4 5 6 7   
3. How many times in the last SEVEN DAYS did you take your diabetes medication as 
recommended by your medical team?  
0 1 2 3 4 5 6 7   
The self-care scale was created by adding responses to all three questions.  The mean of 
the scale was 14.55 and the Cronhach’s alpha was (P=<0.70).   
 
5.4.2.3 Well-being Scale  
The impact of diabetes on participants’ psycho-social wellbeing was measured using the 
Diabetes Self-Efficacy Scale (Stanford Patient Education Research Centre, n.d) which 
uses a series of 20 opposite adjectives (e.g. angry vs. calm) to measure adult wellbeing 
in relation to emotional stability, self-esteem/self-confidence, joviality and happiness. 
The 20 scale type questions are shown in Appendix 5.10. The range of responses is: 1 
rarely or never; 2 some of the time; 3 occasionally or a moderate amount of time; and 4 
most or all of the time. When all items were added a scale of wellbeing was constructed, 
but the Cronbach’s alpha was 0.55, which is below an acceptable level and indicates 
insufficient variation among participants. In other words, responses to the items of the 
scale was very similar, reflecting homogeneity among the study participants with regard 
to well-being.  Therefore, no further analysis of the wellbeing scale was conducted.  
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Life stress was measured via nine questions relating to participants personal health, 
family, work, living arrangements, time pressure, money and finances and relationships 
with partner/children/family members.  The range of responses was: 1 causes no or little 
stress; 2 some stress; 3 a lot of stress; and 4 extreme stress.  A life stress scale was 
created by adding all items. The mean of the scale was 23.62 with a Cronbach’s alpha of 
p=<0.75. 
 
5.4.2.4 Quality of life and depression scale (CES-D) 
Quality of life was measured using scale type questions which addressed the following 
tasks: mobility; personal care; usual activities (work, study, housework, family and 
leisure activities) Participants were asked whether they had any problem with carrying 
out these activities, and the responses were recorded on three possible responses: no 
problems, some problems or unable to do (Rabin & De Charro, 2001).  While 
anxiety/depression was measured using the Center for Epidemiologic Studies 
Depression Scale CES-D scale (Radloff, 1977). Statement type questions were also 
asked and the answers were recorded on rarely or none of the time to most or all the 
time.    
 
5.4.3 Data analysis 
The data were analysed using the Statistical Package for the Social Sciences (SPSS) 
software version 17. Univariate, bivariate and multivariate analyses were carried out to 
answer the research questions.  Descriptive analysis (e.g mean, SD) and bivariate 
analyses (chi-square test, t-test and ANOVA) were used to identify trends and examine 
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possible associations between independent (background) variables and dependent 
variables (management of diabetes and quality of life). For analytical purposes, some of 
the dependent variables were treated as independent variables. Linear regression analysis 
was carried out using independent variables to predict stress among Australian Lebanese 
diabetic patients. 
 
5.5 Ethical Considerations 
Ethical clearance for both components of the study was obtained from the Human 
Research Ethics Committee of the University of Sydney.  
 
The main ethical considerations were participant anonymity, informed consent and 
confidentiality. To ensure participant anonymity, names and other identifying 
information (such as addresses and telephone numbers) were only available to the 
researchers and only used for purposes of initial contact or follow up. No identifying 
information was attached to the raw data.  
 
The aims and objectives of the study were clearly explained in the PIS (Appendix 5.2 & 
5.6) and Consent Form (Appendix 5.11) accompanying the Survey and questionnaire. 
All documents were translated into Arabic by a bilingual (Arabic speaking) professional 
translator and were validated by a bilingual academic from the University of Western 
Sydney.  The PIS listed contact information for the researchers and supervising bodies. 
Confidentiality of the data was maintained throughout the processes of data collection, 
analysis and reporting. Participants were advised that they could withdraw from the 
91 
study at any time and did not have to answer all interview questions if they did not wish 
to.  
 
5.6 Summary 
The combination of qualitative and quantitative methods generates more comprehensive 
and in-depth understanding of the research problem than would be possible using only 
one approach. These techniques were used to explore the effects of diabetes on patients, 
their self care practices and quality of life and to identify the influencing factors. The 
results are presented in the following chapters. 
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CHAPTER 6 
Results 
 
This chapter is divided into three sections. Section 6.1 presents findings from the in-
depth interview study (qualitative data). Section 6.2 presents results from analysis of the 
survey (quantitative data). Section 6.3 compares and contrasts findings from both 
studies.   
 
6.1 Results from qualitative data analysis 
In-depth interviews were conducted with 25 Lebanese men and women living in the 
Sydney metropolitan area who had been diagnosed with diabetes for at least six months 
prior to the study. A phenomenological approach was used to analyse the data. In this 
perspective, experience is seen to be constructed within an individual’s social context 
(Portney & Watkins, 2009). The interviews explored the phenomenon of diabetes as a 
lived experience. A semi-structured interview format was used to collect data on the 
specific challenges faced by Lebanese immigrants as a result of their diagnosis. This 
process allowed participants to describe their experiences and express their feelings 
about topics such as symptoms, difficulties in managing the disease, use of healthcare 
services, and how the illness affected their everyday lives. The findings were published 
as:  
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Mustapha W, Hossain SZ, O’Loughlin K (2012). Detection, management and impact of 
diabetes among the Lebanese community of Sydney: A qualitative study. Journal of 
Community Medicine and Health Education 2: 160.  
http://omicsonline.org/detection-management-and-impact-of-diabetes-among-the-
lebanese-community-of-sydney-a-qualitative-study-2161-0711.1000160.pdf 
 
A copy of this publication appears below. 
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Abstract  
Background: Diabetes is a serious global health issue which is known to be more prevalent among certain cultural and 
ethnic groups. While genetics may be a contributing factor, the higher incidence or difficulties in managing the disease may 
be attributable to cultural habits over generations. Studies have found the prevalence of diabetes among the Middle Eastern 
community is unusually high; however there is lack of information on prevalence of diabetes among Lebanese community in 
Australia. The aim of this study is to explore this group’s experience of diabetes.  
Methods: A qualitative study with in-depth interviews was conducted on Lebanese migrants living in Sydney 
metropolitan area (SMA) who had been diagnosed with diabetes mellitus at least six months prior to the study.  
Participants were purposively selected from SMA surgeries serving the primary Lebanese residential communities.  
Results: The findings show that lack of communication and education due to the language barrier combined with 
cultural differences create a difficult environment in which to treat diabetes among this ethnic minority group. It appears that 
the time taken by doctors and dieticians to explain the causes and effects of the disease to their patients is insufficient, that 
their understanding of the social and dietary customs of the community is inadequate, the usability of current treatment 
options is thus limited for this group, and that more appropriate treatment should be given.  
Conclusion: Information on diabetes needs to be available to patients and family members in a language they 
understand and must extend to disease management and control in the context of their daily lives. Only when 
doctors, educators and public health servants diagnose, treat and teach about the disease in a social and cultural 
context that is relevant to their specific target group can they work in conjunction with their patients to achieve 
effective management and control of diabetes. 
 
Keywords: Detection and management of diabetes; Disease risk 
factors; Dietary habits; Diabetes education; Dietary guidelines; 
Lebanese population in Australia; Psychological impact of diabetes; 
Food choices with diabetes  
Introduction  
Diabetes is becoming an epidemic of global concern. In 2011, the 
World Health Organization reported that 346 million people were 
affected by the disease worldwide and projected that mortality would 
double by 2030 [1]. Diabetes mellitus affects people of all ages, races, 
and backgrounds. There are multiple types of diabetes, the most 
common being Type 2, which affects some 85-90% of people with 
diabetes [2]. In Australia, self-reported data from 2007–08 show that 
4% of the population had been diagnosed diabetes, almost twice the 
proportion reported in 1989–90 [3]. In 2005, diabetes was directly 
responsible for 3% of all deaths and contributed to a further 6% of 
mortalities [4]. Certain population groups, such as Australian 
residents born overseas and native Australians living in areas of lower 
socioeconomic status, are at higher risk of developing diabetes [4]. 
Diabetes prevalence rates have been found to be particulary high for 
the Middle Eastern group whose men have been shown to be 3.6 
times more likely to develop diabetes than Australian-born men, and 
the corresponding ratio for women is 2.4 [5].  
There are significant deficiencies in the data on risk factor prevalence 
and incidence for Type 2 diabetes in Australia [6]. For example, while the 
prospective Aus Diab study [7] cites the overall incidence of diabetes in 
Australia at 8 per 1,000 per year, it has insufficient numbers to report on 
the incidence or the prevalence of risk factors by ethnicity. The 2006 
census recorded 86,599 Lebanese-born people in Australia, with 72.8% 
(54, 502) of all people with Lebanese ancestry living in Sydney, where 
they make up 2.3% of Sydney’s population [8]. An analysis of self-
reported diabetes prevalence using data from the ABS 2001 National 
Health Survey indicated that the standardised prevalence ratio of 
 
diabetes among Lebanese people in Australia was 3.3% [9]. However, 
findings of a study using multi-stage random probability sampling to 
investigate the prevalence of diabetes in the population of Lebanon 
were significantly higher; they showed 11.3% of the population to be 
affected by Type 2 diabetes, increasing with age [10]. The 
implications of these findings for Lebanese communities elsewhere 
are of great concern especially in light of the increasing trend among 
Lebanese to live overseas and to urbanize, and the increasing 
prevalence of obesity and physical inactivity among this cultural 
group. Similarities can be found among all people with diabetes, and 
the Lebanese population in Sydney experiences many of the same 
effects of Type 2 diabetes as any other group. However, the fact that 
members of minority ethnic groups may experience additional culture 
and situation-specific difficulties must be considered.  
The impact of diabetes is all-encompassing and its effects on daily 
life, work life and social relationships represent a significant 
impairment of quality of life [11]. This may cause individuals to feel 
disconnected [12]; for migrants who may already feel alienated from 
mainstream society, the impact may be overwhelming. Fatigue, the 
need to go to bed early, fear of losing their job and loss of interest 
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in making friends may contribute to lost opportunities for social 
interaction or compromise their quality and frequency. Many people with 
diabetes experience difficulties in communication and memory lapses, 
which may affect conversation, further exacerbating irritation and stress 
[13]. As yet, nothing is known about the impact the disease has 
specifically on the quality of life of Lebanese people with diabetes living 
in the Sydney metropolitan area. However, given the prevalence of 
diabetes among Lebanese there and elsewhere, the propensity for life-
threatening complications with diabetes and the impact of the disease on 
quality of life, research into this community is vital.  
Risk factors and impact of diabetes  
Research has shown racial and ethnic origin to determine incidence, 
prevalence, severity and outcomes of diabetes, mainly due to the 
prevalence of risk factors such as obesity, physical inactivity, and high-fat 
diets [14]. The AIHW report A Picture of Overseas-born Australians  
[5] states that obesity, poor diet and insufficient physical activity are the 
most significant and modifiable risk factors for developing diabetes, with 
genetics and environmental factors playing a role. When introduced to a 
Western culture and lifestyle, prevalence rates of these risk factors varies 
depending on the individual’s cultural and ethnic background [6]. Ethnic 
minorities tend to be at a disadvantage regarding their command of the 
main language spoken, and are often relatively deprived in comparison to 
the majority community [15] They are less likely to know about services 
available to them, to use these for preventive care, or to access health 
information [16]. The focus of specific public health measures for 
minority communities tends to be decided by health professionals, with 
little or no reference to the needs of the communities themselves [15]. 
Thus the lack of knowledge regarding the specific risk factors and 
determinants for intervention among Lebanese immigrants in Australia 
may, in fact, be exacerbating the mortality and morbidities associated 
with diabetes in this population group. In order to address this gap in 
knowledge, this study sought to explore the experience of the condition 
itself, treatment, management and impact of diabetes in the Lebanese 
community in Sydney. In addition to ethnic predisposition, other factors 
including general health and wellbeing and the stress associated with their 
migration experience and resettlement were considered. 
 
Methods  
A qualitative study was conducted among 25 Lebanese men and 
women living in the Sydney Metropolitan area who had been diagnosed 
with diabetes for at least six months prior. A phenomenological approach 
was used in this study. Within the phenomenological perspective, 
experience is constructed within an individual’s social context [17]. An 
understanding of the phenomenon of experience of diabetes was explored 
in this study, through the analysis of the lived experiences of the study 
participants within their social context [17], and how participants 
themselves make sense of their experiences.  
The participants were aged 40-55 years, the age group most 
commonly diagnosed with diabetes. Due to the small number of 
potential candidates aged 56+, no one above the age of 55 was 
included. Eligible participants were recruited from and with the 
permission of general practice clinics in the St George, Lakemba and 
Bankstown suburbs of Sydney using convenience sampling. This 
method involves recruiting participants on the basis of inclusion and 
exclusion criteria as they become available [17]. In qualitative 
research the core sample size may be anything from 1-20. The smaller 
the sample, the more detailed, intense and sophisticated the process of 
exploring the psychosocial reality needs to be [18]; a small sample 
size of 25 was deemed appropriate for this study. 
 
Ethical clearance for the study was obtained from the Human 
Research Ethics Committee of the University of Sydney. Consent and 
confidentiality were considered a significant issue. A sincere effort was 
made to communicate the aims and objectives of the study to the 
participants through the covering letter accompanying the questionnaires 
in both English and Arabic. Participants were informed that their 
participation was voluntary and that they might withdraw from the study 
any time without prejudice. They were given an information sheet 
outlining the study, its aims, what participation would entail, and how 
anonymity and confidentiality of the information they provided would be 
preserved. All of this information was reiterated before commencing each 
in-depth interview. Thus participants were well informed regarding the 
study prior to completing or sharing any information and giving their 
written consent.  
Data were collected using in-depth interviews to explore the 
effects of diabetes on the participant and their families, including the 
side effects, management and control of the disease. An interview 
schedule with eleven guiding questions was used to ascertain 
participants’ age at diagnosis, how diagnosis was made, a description 
of their symptoms at diagnosis, how their quality of life was affected, 
what they found to be the most difficult aspects of the disease, and 
what the physical and emotional effects of the disease were ( 
appendix A). Questions were focused to identify major difficulties 
experienced by participants with the diagnosis and treatment process 
in order to establish possible ways to improve the overall experiences 
and outcomes for Lebanese people with diabetes. All interviews were 
conducted by the first author (WM) in English/Arabic, audio-taped 
with permission of the participant and then transcribed verbatim. The 
duration of interviews was between 45 minutes and 1 hour.  
The method of analysis for this study was interpretation of meaning 
based on descriptions of experiences and events. This provides for an 
analysis that can be explained in day-to-day language and which 
summerizes events and what they mean to participants. Analysis of the 
transcripts was undertaken to identify specific patterns and themes and to 
provide illustrative quotations reflecting these themes. This involved a 
number of stages: First, the interviews were transcribed to revise and 
examine them for common or recurring themes and categories; stage two 
involved further organization of the themes primarily by focusing on 
responses to a particular question [19]. The validity of this research is 
dependent on proper interpretation of the data collected from the 
participants, accurate recording in the form of detailed notes and 
electronic recording (audio recording), incitation of writing/analysis of 
data from the beginning of data collection, and inclusion of primary data 
collection in the final data [20] and results writing.  
Results  
Background of participants  
The 25 participants comprised of both males (n=17) and females (n= 
8) aged between 40-55 years living in the Sydney Metropolitan area. Over 
half (52%) of the participants were unemployed at the time of the 
interview; over three quarters (78%) were in the low income bracket; over 
two thirds (69%) of participants had received no formal education and 
were illiterate. All participants were migrants who were diagnosed with 
diabetes after their arrival in Australia. Most of the participants (82%) had 
settled in Australia 20-30 years ago. Nearly two thirds of the participants 
(64%) were married, reminder were widowed/divorced/ single, and the 
vast majority (86%) had a large family (3-4 children) living at home. 
Nearly all of the participants (92%) experienced some health conditions 
related to diabetes. Table 1 shows that the most commonly represented 
age group were 46-50 years and that this 
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Variable Percentage of Group (%) 
Age   
40-45 28% 28% 
46-50 40% 40% 
51-55 32% 32% 
Age when diagnosed  
Under 40 12% 12% 
41-45 32% 32% 
46-50 48% 48% 
51-55 8% 8%  
Table 1: Age range and age at diagnosis of Participants (N=25). 
 
was also the most common age range in which diagnosis of diabetes 
occurred.  
The findings concerning diagnosis and treatment of diabetes, 
management of the disease and its impact on the lives of participants 
and their families are presented under the respective headings. 
Participants’ comments are included in support of each of the themes.  
Diagnosis of diabetes  
All participants were diagnosed with diabetes after migrating to and 
settling in Australia, and the vast majority (92%) of the participants were 
diagnosed with Type 2 diabetes between the ages of 40 and 50 years. 
Their accounts of the process of diagnosis indicate that most of them were 
experiencing ill-health or not feeling well but were unaware that they had 
diabetes until diagnosed by a medical professional.  
Numerous participants went to their general practitioner based on 
symptoms typical of diabetes but ones they did not themselves 
necessarily recognize as being linked to diabetes. For example:  
When I started noticing my eyesight getting worse, I thought it 
was age related. But then I also suffered from a stroke few years back 
and it was discovered that in addition to cholesterol and 
hypertension, I was also diabetic. (Participant 21, male, age 50)  
I passed out while shopping in a mall. Then I kept feeling 
disoriented and dizzy for the next twenty-four hours. When I next went 
to my doctor he wanted me to get my sugar tested, and I was 
diagnosed with diabetes Type 2. (Participant 17, female, age 51)  
I was having frequent urine infections and protein retention 
problem for quite some time. I also had a wound in my foot that did 
not heal and then the doctor got me tested. I never initially suspected 
that I will have diabetes as I have been a fairly healthy person 
otherwise. (Participant 18, male, age 52)  
Other participants initially presented and were diagnosed with 
other conditions, for example:  
I was admitted to the hospital with a heart disease, had pain in 
the chest. Had nausea and was feeling breathless. After about one 
month from when I was discharged from the hospital, when I went for 
a checkup, they also checked my blood sugars and told me that I had 
diabetes. (Participant 8, male, age 43)  
My hypertension was diagnosed by my GP. He gave me medicines. 
These were working fine, but one fine morning I found that my tiredness is 
too much. I was not even willing to get out of bed. When I reported to my 
GP that evening, he suggested tests and found that I have high blood 
sugars, and that’s it. (Participant 10, female, age 52)  
Some participants were aware of the symptoms because family 
members had the disease, for example: 
 
My father was a diabetic, and the doctor told me to check up 
frequently. I was very worried since in my country I saw him 
suffering. In my 40s when I came here, it was very fine to start with. I 
gained a lot of weight in a short time. When I found that I am passing 
a lot of urine, I went to the doctor. I was 48 that time. They did blood 
test to find me to be a diabetic. (Participant 1, male, age 50)  
In one instance, diagnosis was purely incidental:  
I had applied for an insurance plan and when they asked me to 
get my medical check-ups, I was diagnosed with Type 2 diabetes. I 
would not have realized that I had high sugar levels had they not run 
the tests (Participant 2, male, age 55).  
Three women developed gestational diabetes during or after 
pregnancies when no history of the disease was present and are now 
suffering from Type 2 diabetes. While almost half of the group was 
aware of presenting symptoms of the disease, the remainder was 
unaware that they had any blood glucose abnormalities until the test 
results were received. These participants were surprised and shocked 
by their diagnosis and ill-prepared to make the sudden lifestyle 
changes required managing their diabetes.  
Barriers to treatment and management of diabetes  
From the in-depth interviews it emerged that participants lacked 
the understanding of the disease, its implications and its management 
to adhere to the treatment and self-management plans suggested by 
their GPs. Numerous factors, such as poor communication, inadequate 
education and cultural factors contributed to their lack of 
understanding of what they should be doing but also to a lack of 
compliance with suggestions that had been understood, together 
creating an environment in which it is difficult to treat diabetes in this 
ethnic minority group.  
Treatment of diabetes  
Participants’ comments reflect some of the problems they 
encountered with understanding and complying with what is required 
for the treatment of diabetes. As Lebanese immigrants in Australia, 
many of the participants did not speak English well enough to fully 
understand the explanations given to them by their health care 
practitioners (Table 2 for participants’ comments).  
Many participants emphasized the major problems in 
communication, namely the poor exchange of information between 
them and health professionals regarding the treatment and 
management of diabetes. Some noted that their doctor/nurse did not 
spend enough time explaining the treatment, its implications or the 
consequences of non-compliance. Participants with limited English 
experienced problems understanding the guidelines and following the 
treatment protocol and communicating with health professional. They 
would prefer these instructions to be available in their own language.  
Unfortunately the participants of the study felt imposed upon 
when told they must do something without being given reasons as to 
why they should do so.  
Participant 4 (female, age 46) stated that she did not understand 
the importance of testing her blood sugar often and that Finger sticks 
can be quite painful. Patients felt testing was pointless because the 
results seemed inconsequential to them and of no interest to their 
doctors; as Participant 2 (male, age 55) stated, many doctors never ask 
to see home records of blood glucose levels. The Lebanese 
participants with diabetes wanted to be talked to about their disease. 
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Management of diabetes  
Management of diabetes is an important aspect for controlling the 
disease and maintaining health. Participants were asked about how 
they managed their diabetes and what problems they encountered 
with its management. Participants reported being told to take specific 
medication, to lose weight, exercise more, and make other specific 
lifestyle changes in order to maintain appropriate glucose levels and 
manage diabetes. Again, however, participants indicated that 
communication and the exchange of information between doctor and 
patient regarding the management of diabetes was inadequate. It was 
frequently stated that doctors simply did not have enough time to sit 
down and patiently explain the disease, its complications, its 
treatment and management. (Table 3 for participants’ comments)  
The above excerpts reveal that the majority of the participants 
were not involved in their care plan and lacked understanding of the 
suggested diet and treatment related guidelines. Only a few 
participants said that they could follow the instructions of the doctors 
and were able to manage the disease. Some explained that their lack 
of education on diabetes made treatment and management less 
effective as they did not understand the mechanisms behind the 
disease. Participants did not state if other family members were 
included or invited to be part of the management plan; however, they 
did mention that when family members were involved, their health 
management was much easier. For example, Participant 13 (male, age 
45) stated, Sometimes I have to get hospitalized, but my family are 
great and they help me out in a lot of ways.  
Difficulties with self-management of diabetes: The qualitative 
data on difficulties with self management of diabetes show that the 
 
greatest difficulty participants experienced was in regard to doing 
exercise (48%), this was followed by testing their glucose levels 
(36%), following a healthy diet (36%) and injecting insulin (32%).  
Where a participant identified having difficulties with self-
managing their diabetes, he or she was asked to elaborate. The twelve 
participants who found exercise to be the most difficult part of having 
diabetes explained that they often felt too tired to walk anywhere, let 
alone to walk for exercise. Even if they felt they had the energy, 
family duties and work took precedence over exercise. Participant 5 
(female, age 42) stated, The daily chores take so much of [my] time 
that I cannot get time to exercise. I feel very fatigued. As Participant 
21 (male, age 50) expressed it: I try to walk as much as I can but am 
not able to be regular. I just feel tired and perhaps lazy to do much 
exercise. Also, I am so busy with my office that I hardly get the time to 
exercise. Instead, I try to control my diet.  
Testing glucose levels and injecting can be difficult and painful, 
and many participants explained that they did not understand their 
glucose values, and lacked confidence in their ability to give 
themselves the correct insulin dose: I don’t know how to read and put 
a shot to myself (Participant 16, male, age 50). As a result, 
participants often neglected to monitor their blood glucose and did not 
regulate it with proper insulin injections: The most difficult or tasking 
part of managing diabetes is doing all the testing at odd times. It truly 
makes me bound to a routine that I have to adhere to wherever I am 
(Participant 12, male, age 52).  
The other major problem with diabetes for the Lebanese Australian 
population is maintaining a healthy diet. Patients are advised by their 
doctors to avoid starch-filled foods, and to cut certain foods out of 
 
I cannot speak English very well. The doctor asked me about preferences in my food and about how much exercise I do. They suggested some food, but we 
do not eat these English foods. (Participant 1, male, age 50)  
There should be someone who sits down and talks to you. Somebody should explain in my language what I shouldn't do, but there is no one from our 
community there. So it is very difficult to understand how things should be. They do tell us to make changes in the diet, but they assume that we know all.  
(Participant 21, male, age 50)  
They just say you have got diabetes, take these tablets that's it. I want to talk to my doctor, but does he have time? My doctor got me to buy one of those 
things that you stick on your finger and do the test yourself, … I am not sure I can do it, …[I] tell him the tablets are giving me headaches, so can I cut it. He is 
so busy you feel you can't talk to him. (Participant 8, male, age 43)  
I wanted to take care of myself, and it would be good if I can make my own decisions. I go to my GP, but they may not know a lot about the disease and how to 
treat… I mean as the specialists know. They don't ever discuss or involve me in my care. A nurse came home to show me how to make an insulin injection, but 
they are in such a hurry and don’t speak my language making it hard to for me ask any questions. They say don't walk barefoot, but doesn't tell why. Ask me to 
control diet, does not tell what to take. Whatever they say, we don’t take them at home...they don't understand what it takes to poke the self over and over 
again and how terrifying it is to become a hypo. (Participant 5, female, age 42)  
Table 2: Barriers to treatment of diabetes. 
 
I already said that one of the important needs at my level for smooth management of this problem is education. My GP does a good job in taking good care 
about me, but I feel even there my need for being educated about the disease is lacking. Rather than simple advice of exercise, diet, medicines, and side 
effects of these medications, I often felt that most of these treatments are imposed on me. I could never really feel that I am a part of it. I also feel that I could do 
better in terms of food if my GP would involve me in the diet plan based on my choices. (Participant 3, male, age 48)  
I have been involved in a management plan but I cannot speak English very well...(Participant 1, male, age 50)  
I have never been involved in a care programme. In most cases, when I visit the doctors, the nurses would check blood sugars, ignore my records, and inform 
me how I am progressing towards death. Yes, they say a healthy diet is necessary, but they never have time to ask me what are my preferences or what I can 
afford. They tell about exercises, but never did show me what I can do with my reduced eyesight. They just don't bother about you. They say reduce risks, and 
I am clueless about how to do it. (Participant 6, male, age 46)  
I have Never been involved in a management plan, they ask us to record sugars at home, but they don’t even see them ever. Involvement in care plan 
needs talking to the patient; do they have time? (Participant 10, female, age 52)  
As I have Type 2 diabetes, my doctor initially gave me a few sessions about keeping my sugar levels under control, diet and activity level. I was given a diet 
chart and then I started doing my own research on food and diabetes and now have a strict routine and schedule for my day. (Participant 11, male, age 42) 
My doctor sat me through and explained what I should expect and what I need to do. He asked about my life and schedule and then made suggestions to 
modify (Participant 20, female, age 44)  
I used to follow my family’s instructions and my wife managed my condition very well throughout the years. Now, I do get involved with my dietician and doctor 
and try to give my own inputs for helping them advice me better, however is at times hard to understand and communicate due to the language. (Participant 
7, male, age 53).  
Table 3: Management of diabetes. 
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their diet replacing them with healthier alternatives. However, food plays 
in important part in Lebanese culture, be it the food commonly eaten 
throughout the day or food during festivals. Many of the foods that are 
recommended in diabetes management are seen as Western and not 
considered part of a proper Lebanese diet. As one participant stated, They 
suggested some food, but we do not eat these English foods  
(Participant 1, male, age 50). Since eating foods considered healthy by the 
patient’s doctor entailed preparing separate food for the family member 
with diabetes, compliance was difficult; as one Participant 1(male, age, 
50) stated, They told me to stick to a diet with high fibres and vegetables 
and also told me to cut the carbs, but that is the main item in our food, so 
not much that I could do. Another reported, They talked about diet to 
control my body fat and cholesterol, but they ask me to take food which I 
don’t know or like (Participant 6, male, age 46). Participants indicated 
that different food options should also be discussed and suggested to 
make diabetes management more realistically achievable.  
Impact of diabetes on quality of life  
Diabetes can affect an individual’s life physically, emotionally, 
financially and socially. This section discusses how participants 
perceived each of these dimensions to be affected.  
Physical health: Patients who suffer from diabetes deal with 
multiple physical symptoms and side effects of the disease on a daily 
basis. While the study population is no different in this regard, it is 
important to analyze which areas of physical health this group is most 
concerned with in order to understand how these symptoms, along 
with cultural and family influences, may lead to unregulated or poorly 
managed diabetes.  
Asked how their physical health was affected by diabetes, including 
complications and side effects due to treatment of the disease, the 
majority of the participants named tiredness, fatigue and lower energy. 
 
Some also reported other health problems such as obesity, high blood 
pressure, high cholesterol, deteriorating eyesight and dental problems 
(Table 4 for participants’ comments).  
Analysis of the data presented on the impact on physical health of 
diabetes showed the six most frequently identified side effects or 
complications due to having diabetes to be: fatigue (46%), 
deterioration of vision (36%), frequent infections and slow healing 
(32%), weight gain/obesity (58%), high blood pressure (24%), and 
high cholesterol (20%). Ninety two percent of the interviewees 
reported having at least one of the six side effects or complications.  
Emotional/mental health: The in-depth interviews also asked 
questions about the effect of diabetes on participants’ emotional health. 
Eighty percent of the participants expressed feelings of depression, shame, 
anxiety, worry, and/or fear, with depression and fear being the most 
commonly felt emotions associated with the disease. A few participants 
indicated that they were giving up. As one participant said,  
You feel that it is easier to die with so many problems, living with this 
disease is so hard (Participant 18, male, age 52). Many participants 
articulated a lack of motivation and feelings of apathy towards life 
(Table 5 for participants’ comments).  
The above comments reveal that participants were concerned that 
diabetes is a lifelong disease (can never be cured), and that they felt 
depressed, fearful and constrained in being tied down to measuring 
and managing blood sugars and controlling diets. Only three of the 
twenty-five participants reported that they suffered no significant 
emotional problems as a result of their diagnosis. Of interest is that 
two of the three were in the younger age group (45 years).  
Participants expressed frustration with the lack of understanding 
from their support system of family and friends; many (76%) stated 
that they felt alienated or isolated from members of their community. 
 
Physically, my health at best can be termed as poor. I am gaining weight, cannot manage my diet the way it is necessary. I feel tired always. The usual 
chores at home seem very hard now; I feel fatigued. I am fairly irritable (Participant 5, female, age 42).  
It has affected my physical health very much. I feel sleepy all the time, during daytime, early in the nigh time, and repeated visit to the urinal is really a 
mess. I am definitely overweight now, feel thirsty all the time, almost am terrified all the time, afraid to go out. I cannot walk fast, heart problem. It is a 
great inconvenience. (Participant 2, male, age 55)  
I am weak, tired, gained a lot of weight, have high blood pressures. My cholesterols are borderline, (Participant 10, female, age 52)  
Physically, I have to continuously track my food intake and have to be careful about my exercise and activity level. It puts a lot of strain as I cannot let go of 
myself like normal people. I have also lost a lot of weight and at times am overcome with tiredness. I avoid taking additional responsibilities at office as I know 
I cannot cope up with it much. (Participant 20, female, age 44)  
I exercise and eat well and hence am able to control my sugar levels. But, I feel now that my eyesight is deteriorating and have to get treated for it. (Participant 
7, male, age 53)  
My eye problems are related to diabetes and I also suffer from gum bleeding and sensitive teeth. I feel tired and worn out during the day and at times even 
feel faint and have to be extra careful of not getting hypoglycaemia. (Participant 23, male, age 48)  
Table 4: Impact on Physical Health. 
 
I am mentally and emotionally mixed up a lot. The doctors say the more you worry, the more your sugars will be up. Once you get worried, you get bad to 
worse, and then over time, you become stressed. It seems of late, my disease is from worry. [T]he doctor told me to lose weight, to change my diet, I tried all. 
Nothing helped; he later realized that it is my worry. Worry leads to blood pressure...Now I am stressed always…for not being able to control the things that I 
am supposed to control. Then you feel guilty, and it’s all down to me. I lost grip on myself, so I will have all those complications, my eyes and heart, and may be 
death. (Participant 5, female, age 42)  
I feel hard pressed to cope with my condition on top of taking care of my two sons and a husband. My days are so full already, cooking, cleaning and 
managing the housework, and in addition to that I have to be extra careful about what I eat, how I rest and what I do. It looks like too much of work without any 
help or support from anyone (Participant 4, female, age 46)  
It hasn’t affected me emotionally or mentally as I continue to follow a normal life. I monitor my levels and manage my diet and my sugar levels are almost 
always in control (Participant 13, male, age 45)  
I just feel depressed that I have to suffer from this illness that can never be cured. Also, I worry about my weight and have a hard time in keeping it 
under control. I am always on a diet or an exercise plan but never seem to be able to succeed…I fear for my life. (Participant 20, female, age 44)  
I suffer from major depressive episodes as all my life is tied down to measuring and managing my sugar levels. On the surface, I try to remain normal 
and happy, but I really do not feel happy about it all. (Participant 6, male, age 46)  
Emotionally, I think I am ok as I take the additional medical issues as part of ageing. But, I do feel that my family worries for me and that gets me little down at times. I 
am scared that I might die of a heart attack or just go into a coma. When I exert myself and my symptoms soar, I end up being more anxious and worried... My wife is 
always worried of losing me and I can see the looks in my son’s eyes. It all pains me greatly. (Participant 25, male, age 55)  
Table 5: Impact on Emotional/Mental Health. 
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Lebanese families are usually large and extend to many members. In 
some minds it is unreasonable for a member with diabetes to expect to 
have separate foods prepared from those that everyone else will be eating. 
As one participant commented: This disease has affected my confidence 
and performance. I have ceased to go to social gatherings; mainly I tend 
to conceal my disease; and in our culture, forcing food in social 
gatherings is a norm. I want to avoid it. Sometimes I eat in front of them, 
but later go to the wash room to vomit it out (Participant 17, female, age 
51). Therefore the family member with diabetes tends to stay at home 
instead of visiting relatives and friends to avoid the fuss and difficulty of 
having dietary restraints. One participant seemed to have overcome this 
difficulty: We just love to have food together. I avoided social gatherings 
earlier. But when I discovered that these are making me alienated, I 
started attending these gatherings. I don’t feel embarrassed anymore if 
people ask me questions and I freely share my stories with them. 
However, I avoid food in these social situations  
(Participant 7, male, age 53).  
Work  
Over half (52%) of the participants were unemployed at the time of 
the interview. Many participants stated that their incomes had decreased 
significantly as they were unable to do their jobs fully or were unable to 
work at all. As one stated: My life is that of a convict, waiting for the next 
dose of insulin and the food. I don’t earn…I don’t work, and I am useless 
(Participant 2, male, age 55); another said, I cannot work as I would have 
been able to before. My income is definitely less  
(Participant 1, male, age 50). Not only did the inability to maintain a job 
affect participants’ financial situation, their self-worth and self-esteem 
suffered as well. As Participant 18 stated, I feel angry and irritated, it’s 
unfair that I cannot work. I am now homebound, without work, and home 
feels like a hospital. When I see other people exercising, I feel very 
uneasy, I just look away to something else on the other side, and I 
understand I am no longer up to it (Male, age 52). Participant 4 stated,  
I have stopped working; my days pass at home thinking about my 
future and the other diseases yet to come (Female, age 46). However, 
this was not the case for another participant who found work took her 
mind off the illness: I work both at home and at my husband’s office, 
I get great support and love from my family, which more than 
compensates for my illness (Participant 20, female, age 44).  
Social life  
Three open-ended questions in the in-depth interview asked 
 
participants whether they felt different from people who did not have 
diabetes, and how the disease had affected their quality of life, particularly 
economically and socially. Seventy-six percent of participants indicated 
that they felt isolated and different. Most were uncomfortable or 
embarrassed by tiring easily and the need for frequent urination. They 
also expressed irritation and resentment that others did not have to 
constantly worry about what they ate. Some even felt a sense of shame in 
having diabetes. Participants also perceived that people who did not share 
the disease could never fully understand and appreciate its effects. You 
won’t understand this unless you suffer, nobody understands. Ever since I 
have been diagnosed my sense of self has been pretty unsettled. Outsiders 
who do not have diabetes would never understand your problems. Even 
your doctors would fail to feel your problems. Now I have ceased to tell 
people that I am diabetic  
(Participant 2, male, age 55).  
The majority of participants felt their lives revolved around their 
diabetes. The extracts in Table 6, encapsulate the feelings of many 
participants concerning the effect of diabetes on their social life.  
For many participants diabetes had, in a sense, become their life. A 
diagnosis of diabetes could lead to negative experiences and what 
amounted to a life sentence of worrying, shame, fear, alienation, pain, and 
isolation. Younger women found it more embarrassing than the men of 
their age group, while men 50 and over found hard to socialize.  
Discussion  
The main aim of this qualitative study was to understand how 
diabetes, diagnosis of the disease, treatment and management are 
experienced by and impact on Lebanese people living in Sydney, 
Australia. In this discussion the key findings of the study are 
compared with the existing literature and are presented under four 
major headings: Knowledge and understanding of diabetes, Gaps in 
education and information provision by health care providers, Self 
management of diabetes and difficulties encountered, and Impact of 
diabetes on quality of life.  
Knowledge and understanding of diabetes  
The results showed that the majority of the participants were 
diagnosed with diabetes ‘accidentally’, largely because language 
barriers and lack of knowledge about the disease prevented them from 
recognizing their symptoms as potential indicators of diabetes. They 
had little knowledge regarding the implications of diet, exercise and 
 
My life has changed since my diabetes. I don’t expect anything good anymore. I am consistently unwell, sitting or lying. I am entirely dependent on my family 
members for even my daily activities...I have stopped working; my days pass at home thinking about my future and the other diseases yet to come. Even now, 
give me any stressful situations at home, my sugar levels shoot up, and then it will take many days for them to come back to normal. This is vicious cycle of 
very poor body and mind I don’t socialise much. I don’t discuss my disease with friends and relatives. We don’t talk about all these health problems with one 
another (Participant 4, female, age 46) 
 
I miss the way socially I used to be before. I don’t have the confidence to mix with people in the community, since I often feel lack of confidence 
and overwhelming worry that prevents me to be easy enough to exchange with people in my society (Participant 5, female, age 42) 
 
I don’t go anywhere, I don’t mix with friends or relatives, this is only me and my diabetes. (Participant 19, male, age 49) 
 
To start with attending social gatherings was an embarrassment, and as time went by, I have become immune to it. If people ask me now, I am quite 
comfortable with it. Now I see that sharing things about self to the people made sense since only through this I get to know other people's experiences, and 
it eases your mind a lot. (Participant 10, female, age 52) 
 
I am able to do pretty much what I wanted to do with my social life. I have close friends and family and I feel satisfied with the interactions that I have (Participant  
11, male, age 42) 
 
I have not been a very sociable or popular person. I like to keep to myself and also read a lot. I do not have several friends that I interact regularly with. I 
think that being diabetic has hampered or stopped me from doing stuff that I am interested in. (Participant 25, male, age 55)  
Table 6: Impact on Social Life. 
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blood glucose control. The majority of the participants were 
diagnosed when receiving treatment for or investigating other health 
problems. Some were diagnosed accidentally. Most were unaware or 
had no knowledge of symptoms of diabetes, except for those who had 
a family history of diabetes. A similar observation was reported in a 
study among an Appalachian population [21]. In their study, 
participants from the general population knew very little about 
diabetes, and those with diabetes knew little before diagnosis.  
Since many study participants do not speak English well, and 
have low or no formal education, they are unable to fully understand 
the disease and its implications as explained to them by their 
attending health professionals. When people diagnosed with diabetes, 
for which the treatment and management required are complicated, it 
is vital that they understand all these details if they are to be both 
convinced of the necessity and able to comply with the major changes 
in diet and lifestyle that are required. Given the poor literacy levels 
among the study participants, reliance cannot be made that they will 
inform themselves independently of anything they are unclear about. 
Instead, it is imperative that health care professionals ascertain that 
their patients have understood everything they need to know and that 
all their questions are answered in their face-to-face consultations.  
Gaps in education and information provision by health 
care providers  
Results showed that a number of participants perceived health 
professionals as lacking an understanding of their ethnic food and cultural 
practices when recommending diets and planning management of the 
disease. These findings are consistent with those of Colagiuri and 
colleagues, who note that the lack of ‘culturally specific knowledge by 
health professionals has been found to affect access to services across all 
cultures’ and to result in the same outcomes as evidenced in this study, 
namely, ‘inappropriate dietary education and treatment advice that is not 
complied with, resulting in the person being labeled as difficult and the 
health professional decreasing or withdrawing their assistance’ [6]. They 
also support findings that language barriers, literacy rates, effects of 
stigmatization, lack of access to culturally specific care, religious beliefs 
and cultural practices have been found to contribute to the risk of diabetes 
and act as a barrier to accessing health care services [9]. In the US, 
research has shown that ‘language barriers contribute to health disparities 
among Latinos with diabetes. Limited English proficiency was found to 
be an independent predictor for poor glycaemic control among insured 
US Latinos with diabetes, an association not observed when care was 
provided by language-concordant physicians’ [22].  
The results of a study conducted amongst ethnic groups in the UK 
suggested that people were not clear about the nature of diabetes or 
the importance diet played in its management [23]. Our results 
corroborate these findings. Most participants found the advice they 
received from their doctor was in a foreign language (English) while 
the food they were recommended to eat was Western food they were 
not used to. Lawton and colleagues [24] concluded that the relevance 
of dietary advice given to Indian and Pakistani people in the UK was 
limited because the information focused on European food. Dietary 
change can only be promoted if recommendations are relevant to 
people’s usual diets. To increase their understanding of their diet and 
the disease, people with diabetes should be reviewed by a dietician 
immediately after diagnosis and at regular annual intervals [25]. 
Without regular reviews and clarification, they may find it difficult to 
incorporate the dietary advice they are given.  
Self management of diabetes and difficulties encountered 
 
It has been shown that lack of awareness about lifestyle-
associated factors increases the risk of diabetes. The results of the 
present study showed that in most cases participants’ lifestyles, in 
particular the cultural components of their lifestyles, were not 
considered in the management plan; instead, dietary options were 
simply imposed and hence found difficult to adhere to. These findings 
suggest that doctors and dieticians need to take more time to explain 
the causes and effects of the disease and how best to treat it, and, of 
course, to do so within an understanding of the specific social and 
dietary customs of the community.  
An immigrant who does not speak the language in which his/her 
illness is explained can certainly never have a full understanding of 
the disease. Our results showed that participants had difficulties 
following the instructions given by their health care providers since 
these were in English. However, the effective management of diabetes 
requires substantial knowledge, self-management and ongoing 
interaction with the medical system. Patients with limited language 
proficiency and diabetes may thus be particularly vulnerable to the 
challenges posed by inadequate communication [22].  
Among functionally independent patients with diabetes or heart 
failure, family support and family barriers were found to be 
significantly associated with patients’ self-management adherence 
[26]. In the Lebanese community, where language forms a barrier to 
information and thus understanding, the effect is two-fold: The person 
with diabetes frequently lacks a thorough understanding of the risks of 
the disease and the need for careful management and treatment, while 
their family, who are usually equally inadequately informed, lack the 
detailed understanding they would need to be supportive. Information 
needs to be made available to patients and family members in a 
language they understand and with suggestions that relate to the 
activities of their daily lives.  
The results showed that for many participants the diet prescribed 
by the treating doctor was not compatible with their lifestyle and 
culture. People from other minority ethnic groups have been found to 
experience similar problems with diabetes dietary advice [27]. In 
terms of dietary advice, healthcare professionals rarely recognize and 
address barriers to healthier lifestyles in minority ethnic groups [28]. 
In a study of British Pakistanis and Indians, it was recognized that 
food has a specific value and significance among different ethnic 
minority groups [24]. If people are aware of healthier options within 
their traditional food choices, they may be more willing to 
compromise. Healthcare professionals need to talk to people about 
their eating habits, and reinforce this advice with leaflets suggesting 
healthier traditional food options. This could include healthier ways of 
cooking their favorite meals without compromising the taste [29].  
Impact of diabetes on quality of life  
The in-depth interviews showed that diabetes affected Lebanese 
immigrants’ physical, emotional and social life. Psychosocial distress 
has been found to impact negatively on patients with regard to 
initiating and maintaining recommended self-care [30]. This was 
confirmed by participants of the present study, who repeatedly cited 
the psychological and emotional stress they experienced as a result of 
diabetes as impeding their management and compliance with the 
treatment regime. A great majority of the study participants (80%) 
indicated emotional distress due to diabetes, experiencing feelings of 
depression, shame, anxiety, worry and/or fear with depression. Fear 
was common and a few participants indicated that they were ‘giving 
up’. The findings on the association between diabetes and depression 
are not conclusive and range from people with diabetes 
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frequently attributing depressive mood to adversities and difficult life 
circumstances rather than the impact of the disease itself to depressive 
symptoms being associated with the deterioration of quality of life 
[31]. The current study supports the suggestion that individuals with 
both diabetes and depressive symptoms were less satisfied with their 
treatment, worried more about the impact of diabetes in the future and 
about the social and vocational impact of diabetes [32].  
As Aitken and colleagues note, there may be pragmatic 
constraints on lifestyles imposed on by diet such that many 
individuals may feel disconnected [12]. Indeed, the social 
awkwardness posed by a restrictive diet in a culture where food and 
communal eating play such a significant part cannot be 
underestimated: For some participants the awkwardness was 
sufficient for them to avoid social gatherings altogether; others felt 
pressured to ignore their dietary restrictions and risk their health 
instead. Participants experienced feelings of being isolated and 
excluded and reported curtailing their social life for fear that people 
around them might not understand them and their problem.  
The physical effects of diabetes – fatigue, easy exhaustion, the need 
to go to bed early, the need to urinate frequently and forgetfulness  
– are known to feel overwhelming to sufferers of the disease and to 
impact directly on their social life in the form of lost opportunities to 
interact socially or a compromise in the quality and frequency of such 
interactions. In a migrant community in which individuals are already 
alienated from the mainstream, the impact of such symptoms may 
actually become too much to bear.  
The Lebanese participants in this study frequently felt that no one 
else understood their situation or experiences of living with and trying 
to manage their diabetes. In this regard, they may very well be 
correct. If a doctor does not ask a patient what his or her preferences 
are regarding diet, exercise, and taking or injecting medications, the 
patient will never feel that their treatment is specifically tailored to 
them and will continue to believe that the doctor simply ‘does not 
understand or care’.  
It is known that changes in diet and increased physical activity 
can bring about changes in prevalence of diabetes. This at-risk 
community must be persuaded to align to the current Australian 
guideline of maintaining ‘healthy body weight by balancing food 
intake and regular physical activity’ [33]. To be able to do this 
awareness and diabetes education are the most pertinent steps. The 
best way to achieve this is through culturally and linguistically 
sensitive communication tools used by informed healthcare 
professionals [34]. Interpreters are already available to participate in 
the diabetes care delivery system, but the utilization of community 
leaders, and the dissemination of information and religiously sensitive 
dietary advice via Lebanese doctors and health care professionals, and 
via brochures and television and radio awareness programs in 
Lebanese may solve the problems of participation in diabetes 
awareness and management of the disease [35]. It has been indicated 
that focus group participation of the Lebanese community may 
address their problems more specifically, and that healthcare 
interventions designed in consultation with them may prove to be 
more readily accepted and demanding of interest from them [36].  
Limitations of the Study  
Since the qualitative study was based on a small sample (N=25), no 
reliable generalizations for the larger Lebanese community in Sydney or 
elsewhere or for other ethnic groups with similar characteristics can be 
extrapolated from the findings. However, these findings have suggested 
areas of relevance that should be investigated further among 
 
a larger sample.  
The findings of the study suggest that the majority of the 
participants emphasized the negative impacts of diabetes on both their 
physical and emotional health, and that only one participant had 
effectively applied strategies to overcome these. This suggests that 
there may have been a selection bias in response to recruitment for the 
study, i.e. only those who were having significant problems with their 
diabetes were interested in participating. Further study with a larger 
sample from Lebanese communities and similar other ethnic groups 
may provide a better understanding of barriers to self management of 
diabetes and impacts of the disease in these communities.  
The results show that the difficulties experienced by some of the 
participants in managing their diabetes may not be related to their 
migrant status but rather to their socio-economic status, frequently on 
the lower end of the spectrum. Further research is needed to explore 
this issue by comparing this group with English native-speaking 
Australians of a similar socio-economic background with diabetes.  
More research is also needed to pinpoint problem areas and risk 
factors specific to diabetes in the Lebanese and other similar 
communities in Australia so that these groups may be more 
effectively included in the mainstream care delivery in the future.  
Conclusions  
The Lebanese population of Sydney with diabetes is no different from 
other groups with diabetes in regard to when their disease is diagnosed or 
what symptoms are prevalent. The majority of the participants were 
unaware of any symptoms of the disease, and were diagnosed ‘by 
accident’, or when receiving treatment for or investigating other health 
problems. However, there are stark differences between the cultural and 
social practices of this minority group compared to the majority living 
around them, and these differences have a significant impact on their 
experience of the disease.  
The primary barrier preventing participants from fully understanding 
their disease and from discussing treatment options with their medical 
doctors was language. Such lack of understanding in turn prevents people 
with diabetes from explaining their disease to their family and others in 
the wider community, and communicating the seriousness of the disease 
and the implications any mismanagement. Communication between 
doctors and the study population was further impeded by what patients 
perceived as their doctors’ lack understanding of the cultural preferences 
and practices of their community. Without an understanding of the 
significance of certain foods in an ethnic diet, doctors may not be aware of 
the barriers to implementing their suggestions. Since a patient is unlikely 
to maintain a suddenly and drastically altered diet contrary to a lifetime’s 
eating habits, a valid food-frequency questionnaire could provide the best 
basis on which to develop pertinent but culturally compatible changes. 
 
Information regarding the disease must be made easily and readily 
available to patients’ families, friends and their community. This will 
improve the community’s understanding and hence support of the needs 
of the person with diabetes. Given the poor literacy levels among the age 
cohort of this and potentially other migrant population groups, this could 
perhaps be achieved by operating a diabetes advice clinic to which newly 
diagnosed or struggling patients and their families can be referred. 
Empowerment is the most important measure that can build on 
community partnerships and collaborations between the healthcare 
 
102 
Citation: Mustapha W, Hossain SZ, O’Loughlin K  (2012) Detection, Management and Impact of Diabetes among the Lebanese Community of  
Sydney: A Qualitative Study. J Community Med Health Educ 2:160. doi: 10.4172/2161-0711.1000160 
 
Page 9 of 10 
 
delivery system and the Lebanese population where interest can be 
generated automatically. 
 
9. Thow A, Waters AM (2005) Diabetes in culturally and linguistically diverse   
Australians - identification of communities at high risk. Australian Institute of 
Health and Welfare. AIHW cat. no. CVD 30, Canberra.  
Implications of Findings for Health Professionals in 
Health Care Delivery  
Participants repeatedly mentioned being told to change major aspects 
of their lives but not why. Until other services become available it must 
be assumed that patients are unable to inform themselves further or 
research details they have forgotten or are unsure about on their own, and 
that it is, instead, the duty of health practitioners to explain everything. 
Until they do, diabetes will continue to go under-treated and under-
managed. Health care practitioners and nutritionist also need to consult 
the individual in order to establish healthier meal plans that will not 
culturally alienate members of a specific ethnic group. In regard to 
Lebanese people with diabetes, it is important that doctors understand that 
many of the changes they expect patients to make are made more difficult 
by virtue of the fact that their culture largely revolves around the very 
areas that need altering.  
While cultural competency is important, health care providers 
should be aware that ‘there is something more basic and more crucial 
than cultural competency in understanding the life of the patient, and 
this is the moral meaning of suffering—what is at stake for the 
patient; what the patient, at a deep level, stands to gain or lose’ [37]. 
Where no doctor with similar cultural and social background is 
available, it is vital that patients have access to a medical translator in 
order to decrease the feelings of separateness, isolation and confusion 
they are likely to experience.  
For Lebanese and other ethnic populations to have more positive 
experiences involving their diabetes, services that cater specifically to 
these groups must be made available. Heath and colleagues [38] contend 
that this can be achieved through the development of partnerships and 
empowerment of the community group in question. Health care 
professionals and patients must work together to shape the treatment and 
management of the disease around patients’ lifestyles rather than trying to 
shape each patient’s life around treating the disease.  
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6.2 Results of quantitative data analysis 
This section is presented in two parts. Section 6.2.2 is a published report of the findings 
which appeared as:  
 
Mustapha, W. Hossain, SZ. & O’Loughlin, K (2014). Management and impact of 
diabetes on quality of life among the Lebanese community of Sydney: A quantitative 
study. Journal of Diabetes & Metabolism. 5:329 
http://omicsonline.org/management-and-impact-of-diabetes-on-quality-of-life-among-
the-lebanese-community-2155-6156.1000329.pdf 
 
 
Section 6.2.3 presents additional unpublished results. 
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Abstract  
Background: Diabetes is a global health concern which is known to be more prevalent among certain cultural 
and ethnic groups. While genetics may be a contributing factor, higher incidence or difficulties in managing the 
disease may be attributable to cultural habits over generations. The aim of this study is to examine the effects of 
diabetes, its effective management and its impact on the Lebanese community of Sydney, one of the city’s fastest 
growing ethnic groups.  
Materials and methods: A quantitative method was used. A total of 200 Lebanese migrants living in the 
Sydney metropolitan area (SMA) who had been diagnosed with diabetes at least six months prior to the study were 
recruited purposively from the SMA surgeries primarily serving the Lebanese community. The study used a 
questionnaire to ascertain background information, health, diagnosis and treatment of diabetes, lifestyle, and 
quality of life, management of the disease and emotional wellbeing of the participants. Management of diabetes 
was measured using the Patient Activation Measurement (PAM) scale, while quality of life (QOL) was measured by 
using the CES-D scale.  
Results: The results showed the mean age of participants to be 48 years; the majority were male (78%) and married 
(94%). More than a third had formal education and less than half were employed at the time of the study. Of the 
components of QOL, over a third of the participants reported impeded mobility, less than half (48.5%) struggled with 
personal care and hygiene, and 74% experienced difficulties at work. Moreover, diabetes incapacitated  
80% of those attempting to do household chores; more than 75% experienced pain and discomfort while 73.5% 
endured bouts of anxiety and depression due to diabetes. The t-test results indicated that males were more likely 
to follow a medical plan than their female counterparts, while ANOVA showed that the middle-aged participants 
were significantly more confident at following their medication plans compared to the young and older cohorts, both 
results were significant at p=<0.05.  
Conclusion: The results of this study suggest that diabetes affects both the physical and emotional health of 
the participants of the study and that individuals with diabetes may experience considerable anxiety and stress as 
they attempt to manage their disease. It seems that an effective and focused education tailored to women, as well 
as to younger and older cohorts is needed to improve their self-care and understanding of treatment regimes, 
hence enhancing their quality of life through effective management of diabetes. 
 
Keywords: Diabetes; Quality of life; Risk factor, Self care; 
Management; Lebanese community  
Introduction  
Diabetes Mellitus is a pandemic that constitutes a major public health 
problem worldwide, both by the number of people affected and by the 
socioeconomic implications presented by the management and treatment 
of the disease and its complications. It is a chronic disease that occurs as a 
result of high blood glucose for which there is as yet no cure. It is one of 
the major causes of disease morbidity and mortality in Australia and 
throughout the world. Although biological factors are important for 
causes of diabetes however it is important to understand role of 
behavioural, cultural and lifestyles related factors for self care and 
management of diabetes and impact of diabetes on quality of life.  
In 1985 around 30 million people were affected with diabetes 
worldwide; over ten years this number increased to 150 million. 
Diabetes caused 4.6 million deaths in 2011 [1]. The World Health 
Organization (WHO) warned that an estimated 300 million people 
would be affected by the disease by 2025 [2]. In regard to its global 
prevalence, morbidity and mortality, the rapid increase of diabetes is 
comparable to the 14th-century plague [3]. An updated estimate for 
the incidence of diabetes in 2030 is now a staggering 552 million 
people (10% of the world’s adult population) [4]. 
 
 
Diabetes is ranked in the top 10 leading causes of death in 
Australia and is listed as the underlying cause of death in almost 3% 
of all deaths [5]. An estimated 275 Australians develop diabetes every 
day [5]. According to self-reported data of 2007, around 4.5% of 
Australians were diagnosed with the disease, almost the twice the 
number of people diagnosed in 1990. The 2005 Australian AusDiab 
Follow-up Study showed that 1.7 million Australians had diabetes and 
that up to half of the cases of Type 2 diabetes remained undiagnosed. 
It is estimated that by 2025 about 3 million Australians will have 
Type 2 diabetes [6], with an increase to 3.3 million by 2031 [7]. 
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Minority population groups, such as Australian residents born 
overseas and native Australians of lower socioeconomic status who reside 
in the countryside, are more prone to suffer from the disease. The 2005 
Australian AusDiab Follow-up Study showed native Australians living in 
areas of lower socioeconomic status to be at higher risk of developing 
diabetes [5]. The rate of diabetes among people of Middle Eastern 
background was found to be greater than that of mainstream Australians 
[8]. Middle Eastern men have been shown to be 3.6 times more likely to 
develop diabetes than their Australian-born counterparts; the 
corresponding ratio for women is 2.4 [9,10]. Evidence shows significant 
deficiencies in the dissemination of information on the risk factors, 
occurrence and prevalence of Type 2 of diabetes in Australia, in particular 
among ethnic groups.  
Background of Lebanese Population in Australia  
The Lebanese immigration in Australia has a historical legacy for 
over 100 years. Although the precise data about the earlier Lebanese 
migration to Australia is unavailable, but it is apparent that colonial 
census official appeared to have classified them as Turks what they 
actually were not [11]. The main reasons for Lebanese migrations to 
Australia include escaping economic hardship, repeated draughts, 
plagues, religious and political unrest and persecution [12], in 
Lebanon that reflected the continued conflicts and disruptions through 
destruction of property, loss of relatives, interruptions in schooling of 
children, and many other related events which are consequential to 
any war anywhere [11].  
According to the national Australian census of 2006, around 
86,600 Lebanese-born people were living in Sydney, that is 2.36% of 
the total population of Sydney [13]. The latest ABS Census in 2011 
recorded 76 451 Lebanon-born people in Australia, an increase of 2.1 
per cent from the 2006 Census (DIAC, n.d). More than half (51.8%) 
of the Lebanese people had less than year 12 years of schooling 
followed by 21.4% year 12 or equivalent education. 34.2 per cent of 
the Lebanon-born aged 15 years and over had some form of higher 
non-school qualifications compared to 55.9 percent of the Australian 
population [14]. It is evident from this study that those with no formal 
education were less confident in preventing and reducing further 
health problems associated with diabetes than their educated 
counterparts as well as understanding recommended health regimes 
and understanding their role and responsibility.  
Further it is evident that the Lebanese population in Australia is 
very heterogeneous, which include the affluent, socially placed, 
successful people to unskilled workers with consistently high 
unemployment and associated illiteracy [15]. In 2011 among 
Lebanon-born people aged 15 years and over, the participation rate in 
the labour force was 43.6 per cent and the unemployment rate was 9.1 
per cent. The corresponding rates in the total Australian population 
were 65 per cent and 5.6 per cent respectively [14].  
Over 90% of the Lebanese use their native language at home, this 
indicates a high level of language maintenance, and this has definitely 
been fostered by the significant proportion of kin and other friends of 
ethnic origin present in the neighborhood. This presents the link to 
reinforcements of ethnic identity, but also poses to be a barrier in 
healthcare communication and limiting access to information and health 
services. It has been observed also that the Lebanese communities do not 
adopt the diet and foods of the host society population [16].  
The ABS 2001 National Health Survey indicated that the ratio of 
 
diabetes among Lebanese migrants in Australia was nearly 3.3% [17]. 
However, studies in Lebanon show Type 2 diabetes to affect almost 
11.5% of the Lebanese population, increasing with age. The implications 
of all these results for Lebanese ethnic groups living elsewhere are of 
immense concern particularly in light of the increasing tendency among 
Lebanese to migrate and to urbanize, and the rising occurrence of obesity 
and physical idleness among this cultural group [18]. While the Lebanese 
in Sydney face many similar effects of Type 2 diabetes to those of any 
other community, there is a paucity of knowledge about the specific 
factors contributing to the management of diabetes and the effects of 
diabetes on quality of life among the Lebanese community of Australia; 
this research is an attempt to fill this gap.  
Literature Review  
It is well known that many of the culturally diverse migrant groups of 
people in Australia exhibit a higher prevalence of diabetes than 
Australian-born citizens. It is thought that the degree of difference in 
occurrence and risk by place of birth could be due to a combination of 
biological, environmental, genetic and behavioural risk factors.  
Diabetes mellitus  
Diabetes is a disease characterised by high levels of blood glucose 
and is the leading cause of kidney failure and lower-limb amputations 
globally. Diagnosis of diabetes is usually made as a result of urine and 
blood tests as many people with Type 2 diabetes exhibit no symptoms at 
all [19]. Given that public health expenditure on diabetes is expected to 
rise to $US 595 billion in 2030, the disease can be considered a risk for 
world business [5]. Fortunately, there are steps that can be taken to control 
the disease and lower the risks of complications [2]. However, to do so it 
is important to understand the diagnosis of diabetes and the diabetes-
related physical and emotional health issues among overseas-born adults 
who are diagnosed with the disease.  
Importance of diabetes education  
While knowledge about the disease does not necessarily result in 
better self-care, it is considered a potentially important adjunct to 
behaviour change since diabetes education reduces the risk of patient 
complications, an aspect considered the mainstay of treatment. 
Studies in Australia and other countries show that well structured care 
can improve patient outcomes [20,21].  
Educational processes are key preventive interventions for patients, 
particularly those who have developed a relationship in which their health 
professional shares his/her knowledge and the patient changes from a 
passive to an active and responsible participant in their own health care. 
Educating patients involves developing the knowledge, skills, motivation 
and emotional resources that allow them to cope with the demands of 
diabetes treatment with autonomy and responsibility. For example, a 
clearer understanding of the disease progress and implications might serve 
as a motivating factor to institute life-changing or life-saving practices. In 
a sample of insulin-requiring diabetics, younger individuals were found to 
be more knowledgeable about the disease than among older individuals, 
possibly because the latter might not have received the same depth of 
information when diagnosed [22]. Older individuals, however, had 
significantly better diabetes self-care management, suggesting that over 
time they may have developed greater self-care management skills [22]. 
 
Knowledge about the disease, attitude towards prevention, and 
familiarity of the healthcare professionals with the experience of the 
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target groups are important determinants of diabetes promotional 
programmes and their success. These three factors may indeed lead to 
a thorough understanding of the problems from the perspectives of 
the target population [23].  
Diabetes self-management  
The treatment of diabetes involves medicines, diet, and exercise to 
control blood sugar and prevent symptoms [24]. The goals of diabetes 
treatment are to achieve metabolic control, minimize diabetic 
complications, control co-morbidities and achieve good quality of life 
[25]. All these are largely dependent on self-management of the disease.  
It has been suggested that education on self-management may 
play a pivotal role in tackling beliefs about health and so improve 
metabolic control, concordance with drug decisions, risk factors, and 
quality of life [26-28]. Diabetes self-management is composed of four 
main components: medication, diet, exercise and self-monitoring of 
blood glucose [29], whereby diet and physical exercise are important 
lifestyle modifications to control the disease [30].  
With respect to utilization of services for diabetics, Girgis and Ward 
[31] showed that the Arabic-speaking Australian population was less 
inclined to access diabetes-related specialist services. Despite the 
availability of specialist diabetic clinics, only one fourth of Arabic-
speaking diabetics from communities attend these. Regarding information 
sharing and health education via written information, participation among 
Arabic-speaking diabetics was found to be less than optimal. Poorer 
participation could be a result of the fact that the service was less 
culturally specific than desired and that health professionals had little 
understanding of the ethnic culture [16].  
Impact of diabetes on quality of life  
Diabetes can affect the life of those who suffer from it in many ways: 
emotionally, physically, financially and socially. Recent studies suggest 
that diabetes is often associated with a range of psychological problems 
and mental disorders, which not only cause pain but also affect the 
treatment and course of the disease. The psychosocial impact of diabetes 
and its treatment can cause psychological problems and mental disorders 
that require psychiatric consultation for the recognition and treatment of 
its clinical manifestations [17]. Very typical emotional responses to the 
disease situation are a sense of danger, of loss of vital social role 
performance, and of the loss of opportunities. The condition can cause 
aggression, defensive reactions appearing as excessive anger, irritability, 
suspicion, and abnegation; it can also result in timid, shy and insecure 
behaviour or maliciousness and suspiciousness.  
Diabetes affects the mental functioning of patients, but not in a 
uniform manner. It has been proved that certain psychosocial factors, 
such as health beliefs, social support, coping style, stress and personality 
traits, can have a direct or indirect effect on quality of life [32]. Social 
dispositions may be more significant for lower quality of life than the 
presence of coexisting diseases implication. Patients generally 
characterized as depressive experience a lower quality of life than patients 
without depression [33]. Conversely, diabetics with an optimistic outlook 
on life and a strong belief in self-efficacy, as well as those who use active, 
solutions-oriented problem solving strategies for coping with stress often 
enjoy a good quality of life [33].  
Girgis and Ward [31] draw attention to the compromised quality 
of life in the Arabic-speaking Australian population and suggest that 
the main impediment to understanding this group is paucity of data, 
 
especially in terms of health service planning. In an earlier study, 
Colagiuri et al. [34] noted a deficiency in diabetes-related preventive 
services aimed at ethnic minority communities in Australia. The fact 
that the Lebanese-born population has a higher death rate from 
diabetes than the mainstream Australian population suggests that the 
actions taken to prevent higher prevalence and to control risk factors 
have been inadequate. It is generally acknowledged that measures to 
reduce obesity and high-fat content in diets and to improve physical 
activity could favourably impact both the incidence of diabetes and its 
complications.  
In a recent study on immigrant health in Australia, people 
diagnosed with diabetes were found to be more likely to suffer from 
depression than the general population [35]. This has been correlated 
to the impact of diabetes in their daily lives and psychological impact 
of the diagnosis. The quality of people’s social lives has also been 
reported to be jeopardized by diabetes. While the physical effects of 
diabetes are known to be overwhelming to the individual, there may 
also be pragmatic constraints on lifestyle, especially those imposed by 
diet, which can cause many individuals to feel disconnected [36]. The 
impact of these constraints may overwhelm migrants in a community 
which is already alienated from the mainstream. Fatigue, exhaustion, 
the need to go to bed early, fear of losing their job and loss of interest, 
may all contribute to lost opportunities for social interaction and 
compromise the quality and frequency of them [16]. Many diabetics 
experience memory lapses which, frequently exacerbated by irritation 
and stress, and may affect their ability to converse [37].  
Materials and Methods  
A quantitative method using standard tools was used to measure 
the effect of diabetes on health and wellbeing among 200 Lebanese 
men and women living in the Sydney metropolitan area (SMA) who 
had been diagnosed with diabetes for at least six months prior. A 
power analysis using Cohen’s formula (1988) indicated that a sample 
size of 200 would give an 80% chance of detecting correlations ± 
0.223 at 0.01 levels.  
The participants of the study were aged 40-55 years, the age 
group most commonly diagnosed with diabetes. Due to the small 
number of potential candidates aged 56+, no one above the age of 55 
was included. A snowball technique was used to recruit eligible 
participants on the basis of inclusion and exclusion criteria as they 
became available. The research was advertised in the Lebanese 
newspaper, radio and on websites dedicated to Lebanese people. 
Some of the participants were drawn from local surgeries with a high 
concentration of Lebanese patients. The surgeries were contacted 
prior in order to select eligible participants of the study.  
Ethical clearance for the study was obtained from the Human 
Research Ethics Committee of the University of Sydney. Consent and 
confidentiality were considered a significant issue and a sincere effort was 
made to communicate the aims and objectives of the study to the 
participants through the covering letter accompanying the questionnaires 
in both English and Arabic. Participants were assured that participation 
was voluntary and that they might withdraw from the study at any time 
without prejudice and that their status and treatment as patients would be 
unaffected. Data was collected using a questionnaire which comprised of 
structured as well as open-ended questions, scale-type questions and 
checklists [38], to identify risk factors and effects of diabetes; effective 
management of diabetes; self-efficacy of diabetes management and 
barriers; and to assess the impact 
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of diabetes on the psychosocial wellbeing of the Lebanese-
background population.  
Quantitative information was collected on participants’ background 
information, health, diagnosis and treatment of diabetes, lifestyle, self-
care, quality of life, and management and emotional wellbeing. The 
Perceived Diabetes Self-Management Scale (PDSMS) developed by 
Wallston et al. [39] was used. This scale was adapted from the Perceived 
Health Competence Scale (PHCS) [40], an instrument shown to be 
reliable and valid in numerous investigations. The responses for the 
PDSMS items range from 1=‘strongly disagree’ to 5=‘strongly agree’. To 
assess participants’ self-care, the Diabetes Self-Care Activities Scale 
(DSCAS) [41] was used. Diabetes self-care assessment covers a range of 
activities, e.g., self-monitoring of blood glucose, eating a low-saturated-
fat diet, checking one’s feet, and smoking. Impacts of diabetes on 
participants’ psycho-social wellbeing was measured using the Diabetes 
Self-Efficacy Scale [42] which uses a series of 20 opposite adjectives 
(e.g. angry vs. calm) to measure adult wellbeing according to emotional 
stability, self-esteem/self-confidence, joviality, and happiness. Quality of 
life (CES-D scale) was measured on the basis of the following items: 
mobility, personal care, usual activities (work, study, housework, family 
and leisure activities), pain/discomfort, and anxiety/depression. Scale-
type questions were asked to determine ability to perform particular tasks 
with three possible answers: ‘no problem’, ‘some problem’ or ‘unable to 
do’.  
The Statistical Package for Social Sciences (SPSS) software 
Version 17 was used to analyse the data according to: a) Descriptive 
analysis e.g., mean and SD, and b) Bivariate analyses including chi-
square tests, t-tests and ANOVAs used to identify trends and examine 
possible associations between both independent (background 
variables) and dependent variables (management of diabetes and 
quality of life). For analysis purposes, some of the dependent 
variables were treated as independent variables.  
Results  
Study participants and background  
A total of 200 participants completed and returned the 
questionnaires. The results show that the mean age of the participants 
was 48 years. An overwhelming majority of the participants (86.5%) 
were born in Lebanon; a great majority were male (78.5%) and nearly 
all participants were married (92.5%). More than 85% spoke Arabic 
at home, with more than a third (35.5%) having no formal education 
and less than a third (27%) having completed year 10-12. Less than 
half (45%) were employed at the time of the study and more than half 
(52%) had an annual income of between $20,001 and $40,000.  
Participants were asked questions concerning their general health 
and their diabetes experience. The results (Table 1) show that the 
majority reported to be in good health (74.5%). Most of them were 
diagnosed with non-insulin- dependent Type 2 diabetes (95.5%), had 
a family history of diabetes (89.5%), and were diagnosed with 
diabetes between 40 and 50 years of age (70%). The results also show 
that more than 68% had been educated about diabetes and that for a 
little over half of the participants, this had occurred via their general 
practitioner (GP). Most of them (82%) had not experienced 
hypoglycaemia in the past month.  
Diabetes self-care  
Participants were asked questions relating to their performing 
 
 
Characteristics Description N % 
 
Health status Good 149 74.5 
 
 Fair 28 14.0 
 
 Poor 23 11.5 
 
Diabetes type Type 2 non-insulin dependant 191 95.5 
 
 Type 2 insulin dependant 9 4.5 
 
Family history of diabetes No 179 89.5 
 
 Yes 21 10.5 
 
Diagnosis age of diabetes <40 19 9.5 
 
 40-50 139 70.0 
 
 50+ 42 20.5 
 
Diabetic education Yes 136 68.0 
 
 No 64 32.0 
 
From where GP 113 56.5 
 
 Diabetic specialist 23 11.5 
 
Experienced hypoglycaemia 0 times 164 82.0  1-2 times 25 12.5  
in the past month  3-4 times 11 5.5     
Table 1: General health and diabetes history of patients. 
 
of blood tests, following the recommended diet and taking diabetic 
medication by days per week. The results, Table 2 show that little 
over half of the participants (51.5%) performed blood tests two to 
three days per week. A similar number (52.2%) followed the 
recommended diet once a week only. However, a great majority 
(82.2%) were taking medication seven days a week.  
No significant association between self-care and background 
variables including gender, language, diabetes education and age of 
participants could be detected (Table 3). However, further research is 
warranted with a larger sample.  
Quality of life  
Quality of life was measured by asking participants whether they 
experienced any problems with aspects of life such as mobility, personal 
care, study, house work, family, leisure activities, pain, discomfort and 
anxiety/depression. Responses were recorded as having problems or no 
problem. Descriptive statistics of the problems participants experienced in 
regard to quality of life are shown in Table 4. The results indicate that the 
majority of participants (65.5%) had no problem with mobility, and that 
just over half of the participants (51.5%) had no trouble with personal 
care. However, more than 81.5% of participants reported problems doing 
housework, 73.5% reported anxiety and depression and 77% experienced 
pain/discomfort.  
Association between gender and quality of life was measured. The 
results of the independent sample t-test show that male were more 
likely to report problems with mobility compared to their female 
counterparts (t=1.76, p=<.001). Similarly, males reported more pain/ 
discomfort than females (t=1.68, p=<.0010), while the reverse was 
true for anxiety/depression (Table 4).  
Analysis of the effects of diabetes education on quality of life 
demonstrated that those who had received diabetes education reported 
less problems with mobility compared to those who had not (t=.98, 
p=0.04). Diabetes education also significantly affected family and 
leisure-activity aspects of participants’ quality of life (Table 4). 
Participants who had diabetes education reported significantly fewer 
problems with leisure activities than their counterparts with no such 
education (t=1.53, p=0.05 respectively).  
The language spoken at home was shown to be significantly 
associated with participants’ personal care. Participants who spoke 
Arabic at home were more likely to report problems with personal 
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Type of self-care activity    Days per week     
0 1 2 3 4 5 6 7   
 
Blood test 34(17) 22(11) 24(12) 79(39.5) 8(4) 11(5.5) 5(2.5) 17(8.5) 
 
Recommended Diet 12(6) 105(52.5) 18(9) 14(7) 14(7) 10(5) 21(10.5) 6(3) 
 
Diabetic Medication 0(0) 0(0) 0(0) 8(4) 4(2) 23(11.5) 0(0) 165(82.5) 
  
*Figures in parenthesis are the percentage of participants  
Table 2: Participants performing self-care activities by days per week*. 
 
Variables  N Self-care Mean SD t F Sig 
Sex Male 157 14.75 2.98 1.85 - 0.07 
 Female 43 13.81 2.77    
Language English 29 13.97 2.90 - 1.15 - 0.25 
 Arabic 171 14.65 2.96    
Diabetes Education Yes 64 14.48 3.08 .39 - 0.83 
 No 136 14.58 2.90    
Age Groups 37-42 45 13.76 2.74 - 2.26 0.11 
 43-48 80 14.66 2.93    
 49-54 75 14.91 3.05    
 Total 200 14.55 2.95     
Table 3: Effect of patients’ gender, language, diabetes education and age on diabetes self-care. 
 
Quality of life Aspects  N Mean SD t Sig 
 
Gender       
 
Mobility Male 157 1.38 .49 1.76 .00  
Female 43 1.23 .43       
 
Family Male 157 1.54 .50 2.74 .00  
Female 43 1.30 .46       
 
Pain/Discomfort Male 157 1.80 .40 1.68 .00  
Female 43 1.67 .47       
 
Anxiety/Depression Male 157 1.71 .45 -1.32 .00  
Female 43 1.81 .39       
 
Diabetes Education       
 
Mobility Yes 64 1.30 .46 -.98 .04  
No 136 1.37 .48       
 
Family Yes 64 1.59 .50 1.53 .05  
No 136 1.48 .50       
 
Leisure activities Yes 64 1.77 .43 1.19 .01  
No 136 1.68 .47       
 
Language       
 
Personal care English 29 1.31 .47 -2.05 .00  
Arabic 171 1.51 .50 -2.14     
 
Work English 29 1.73 .45 1.29 .01  
Arabic 171 1.83 .38 1.16     
  
Table 4: Association between gender, diabetes education and home language and participants’ quality of life. 
 
care and work compared to those who spoke English at home. These 
differences are statistically significant at p=<.00 and p=<.001, 
respectively. However, there was no significant variation between 
language and any other aspect of quality of life (Table 4).  
Management  
Thirteen statement-type questions were asked to assess 
participants’ experiences of managing their own health, the actions 
taken for management of diabetes, and the impact of these. They were 
categorized into four groups: Understanding role and responsibility, 
Understanding the recommended health regime, Confidence in 
preventing & reducing further health problems, and Adopting new 
behaviour.  
Results of the one-way ANOVA test on the effects of diagnosis age of 
diabetes on management of diabetes show that age of diagnosis only 
 
influenced participants’ confidence in preventing & reducing further 
health problems. Results show (Table 5) that participants diagnosed at 
middle age (43-49 years) were significantly better at preventing 
problems associated with diabetes and reducing further health 
problems than those diagnosed at a younger age (F=2.97, P=<0.05). 
By contrast, participants diagnosed at younger age showed greater 
understanding of the recommended health regime than those 
diagnosed at older age groups. Participants diagnosed between ages 
49 and 54 (older age) were less likely to adapt to new behaviour than 
those diagnosed at a younger age but more responsible in 
understanding their active role in taking care of their own health; 
however, these differences were statistically significant (Table 5).  
Results of the one-way ANOVA test on the effects of participants’ 
actual age on management of diabetes (Table 6) show that age only 
influenced participants’ confidence in preventing and reducing further 
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health problems. Results show that middle age group were significantly 
better than younger and older age groups at preventing problems 
associated with diabetes and reducing further health problems (F=3.33, 
P=<0.04). Moreover, the findings indicated that younger age groups had a 
greater understanding of the recommended health regime than older age 
groups. The older participants (aged between 45 and 55) were less likely 
to adapt to new behaviour than the younger age group but were also more 
understanding of their active role in and responsibility for taking care of 
their own health; again, however, none of these differences were 
statistically significant (Table 6).  
Associations between gender and aspects of disease management 
were measured with independent t-tests. The findings, presented in Table 
7, suggest that patients’ gender does influence their management of 
aspects of diabetes. Associations were found between gender and 
participants’ understanding of their role and responsibility regarding the 
disease, their confidence in preventing further health problems, and their 
adoption of new behaviour to manage diabetes. The results of the 
independent sample t-test showed males to be more likely to understand 
their role and responsibility compared to their female 
 
counterparts (t=1.74, p=<.00). On average males were also more confident 
in preventing and reducing further problems due to diabetes than females 
(t=2.97, p=.00). By contrast, females were shown to be more likely to 
understand the recommended health regime and to adopt new behaviour 
(Table 7). These differences were statistically significant at p=<.00 and 
p=<.001, respectively. However, are far more male than female in this 
data set, this might affect the statistical results.  
Results of the one-way ANOVA test of the effect of patients’ 
education on management of diabetes are presented in Table 8. It is 
evident that those with no formal education were less confident in 
preventing and reducing further health problems associated with diabetes 
than their educated counterparts (F=2.73, P=<0.04). A similar pattern was 
exhibited with regard to understanding recommended health regimes and 
understanding their role and responsibility. However, these differences 
were not statistically significant (Table 8).  
The independent sample t-tests were carried out on language 
spoken at home of participant and components of management of 
diabetes and the results show that English speaking participants are 
 
Management of diabetes Aspects Diagnosis Age N Mean SD F Sig  
Understanding role & responsibility 37-42 45 4.42 .89 .15  .86 
 43-48 80 4.33 1.03    
 49-54 75 4.37 .94    
Understanding recommended health regime 37-42 45 5.33 1.00 1.48  .23 
 43-48 80 5.54 1.23    
 49-54 75 5.71 1.16    
Confidence in preventing & reducing further health problems 37-42 45 8.67 1.24 2.97  .05 
 43-48 80 8.76 1.62    
 49-54 75 8.21 1.41    
Adopting new behaviour 37-42 45 8.27 1.54 .90  .41 
 43-48 80 8.56 1.25    
 49-54 75 8.59 1.35     
Table 5: Effects of diagnosis age on management of diabetes. 
 
Management of diabetes Aspects Age N Mean SD  F Sig 
Understanding role & responsibility 40-44 19 4.37 .76 .01  .99 
 45-49 82 4.38 1.05    
 50-55 99 4.35 .93    
Understanding recommended health regimes 40-44 19 5.32 .89 .46  .63 
 45-49 82 5.56 1.24    
 50-55 99 5.60 1.14    
Confidence in preventing & reducing further health problems 40-44 19 8.37 1.12 3.33  .04 
 45-49 82 8.85 1.57    
 50-55 99 8.30 1.42    
Adopting new behaviour 40-44 19 8.74 .99 .31  .74 
 45-49 82 8.49 1.47    
 50-55 99 8.47 1.33     
Table 6: Effect of participants’ age on management of diabetes. 
 
Management of diabetes Sex N Mean SD t Sig 
Understanding role & responsibility Male 157 4.43 1.03 1.74 .00 
 Female 43 4.14 .60   
Understanding recommended health regime Male 157 5.52 1.21 -1.03 .04 
 Female 43 5.70 .96   
Confidence in preventing & reducing further health problems Male 157 8.69 1.52 3.47 .00 
 Female 43 7.95 1.15   
Adopting new behaviour Male 157 8.45 1.43 -1.28 .01 
 Female 43 8.70 1.01    
Table 7: Management of diabetes by gender. 
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Management of diabetes Aspects Education N Mean SD F Sig 
Understanding role & responsibility No formal 71 4.27 .89 .92 .43 
 Year 10-12 34 4.52 .95   
 Certificate/ trade 62 4.31 1.10   
 University level 13 4.54 .66   
Understanding recommended health regimes No formal 71 5.39 1.01 2.25 .08 
 Year 10-12 34 5.69 1.02   
 Certificate/ trade 62 5.74 1.40   
 University level 13 5.00 1.00   
Confidence in preventing & reducing further health problems No formal 71 8.59 1.49 2.73 .04 
 Year 10-12 34 8.89 1.50   
 Certificate/ trade 62 8.32 1.36   
 University level 13 7.77 1.54   
Adopting new behaviour No formal 71 8.68 1.23 .79 .50 
 Year 10-12 34 8.48 1.44   
 Certificate/ trade 62 8.40 1.48   
 University level 13 8.15 1.07    
Table 8: Effects of education on management of diabetes. 
 
more likely to understand their role and responsibility in managing 
diabetes compared to Arabic speaking counterparts, however the 
difference between the groups were not statistically significant.  
The results of the Pearson correlation coefficient testing between 
different aspects of life quality and management of diabetes are 
summarized below:  
The Pearson correlation test indicated positive significant 
relationships between:  
10. mobility and personal care (r=0.706)  
 
11. study and housework (r=0.642)  
 
12. housework and: family (r=0.465); pain/discomfort (r=0.745); 
and anxiety/depression (r=0.793)  
 
13. leisure activity and: pain/discomfort (r=0.672); and anxiety/ 
depression (r =0.615)  
 
14. Family and leisure activity (r =0.372), pain/discomfort 
(r=0.349) and anxiety/depression (r=0.347): a weak positive 
correlationship.  
 
15. Understanding the role & responsibility and confidence in 
preventing and reducing health problems (r =0.184); showing 
a weak positive relationship.   
The findings reveal that there is a strong positive correlation 
exists between mobility and personal care, meaning those who had 
problem of mobility also reported difficulty with personal care. A 
similar strong positive correlation was observed between house work 
and pain/discomfort; housework and anxiety/depression; between 
leisure activity and pain/discomfort; and anxiety/depression.  
Discussion  
Collectively, the results of this study suggest that demographic 
characteristics’ (age, sex, education and knowledge about diabetes 
(diabetes education), acculturation variables (language spoken at 
home) had small effects on some aspects of self-care, management 
and quality of life among the participants.  
Diabetes self-care  
Diabetes self-care activities are behaviours undertaken by 
individual suffering or people at risk of diabetes in order to manage 
 
the disease on their own [43] to improve their wellbeing. The findings 
in regards to three activities considered as very useful in managing 
diabetes were presented in this paper (Table 2). In the present study, 
no association was found between the age of patients and the level of 
diabetes self-care, while this observation is in line with the findings of 
Yekta et al. [44]. Further, our results showed there to be no significant 
difference between males and females with regard to their diabetes 
self-care, nor between age groups, level of education and language 
groups (English vs. Arabic) and self-care. While this apparent 
homogeneity and low variability with regard to behaviours may be a 
result of the small sample size, thus warranting further research with a 
larger cohort, these findings are not peculiar to our study. Similar 
findings of no significant difference in self-care displayed between 
male and female diabetic patients were reported by [44]; the lack of 
significant difference regarding diabetes self-care according to level 
of education is also in line with the findings of other studies [44-47]. 
By contrast, the t-test and ANOVA results of a study by Yu-Ling [48] 
showed that gender, education, income, and religion did influence 
diabetes self-care. The mean score of self-care was higher in male 
patients as compared to their female counterparts, and the scores were 
significantly higher among less educated individuals, higher-income 
subjects and non-religious patients as compared to educated, low-
income and religious patients, respectively. The study further showed 
that social support and duration of diabetes had significant positive 
effects on self-care, whereas depression had significant negative 
effects on the same [48]. In the present study, no association was 
found between the age of patients and the level of diabetes self-care. 
While this observation is in line with the findings of Yekta et al. [44], 
different conclusions have been reached by other investigators [49].  
Although the reason(s) for these discrepancies is not clear, the issue of 
self-care has been shown to greatly depend on cultural and religious 
factors [50]. Difference in cultural and religious beliefs/practises could, at 
least in part, explain some of these divergences. The fact that the current 
investigation did not employ matching techniques in its design or 
adjustment methods in data analysis as Yu-Ling’s [48] study, could also 
have contributed to the difference in findings.  
Diabetes management  
Findings of the present study indicated that diagnosis age of diabetes 
and patients’ actual age were statistically associated with only one aspect 
of diabetes management, namely, confidence in preventing 
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& reducing further health problems. The results showed that 
participants in the middle age group (45-49 years) were significantly 
more confident in preventing and reducing further health problems 
compared to their younger (40-44) and older counterparts (50-54). By 
contrast, Yin Xu [51] found the mean of age and gender of diabetic 
patients to have no effect on their diabetes management. However, 
results of Pearson’s correlation showed that diabetes duration, 
provider-patient communication, social support and self efficacy have 
influence on diabetes self management. The results of structural 
equation modeling (SEM) in Yin Xu’s [51] study showed that belief 
in treatment effectiveness and diabetes self-efficacy were proximate 
factors which directly affected diabetes self-management but that 
knowledge, social support, and provider-patient communication had 
only an indirect effect on self-management via beliefs and self-
efficacy. Our study did not examine proximate factors that might 
affect diabetes management directly.  
The results of our study did show that the sex of diabetic patients was 
significant in regard to all four aspects of diabetes management (Table 7), 
indicating that males are more likely to understand their role and 
responsibilities, follow the recommended health regime and adopt new 
behaviour than their female counterparts. In contrast, females are more 
confident in preventing and reducing further health problem than males. 
These findings contradict those of Yin Xu and Siguroardottir [51,52] 
whose studies indicated that the gender of diabetic patients did not have 
any effect on diabetes management. The controversy of these findings 
might be explained by the cultural differences of the samples. Cultural 
background, health beliefs and religious are known to influence diabetes 
care and management [53]. For instance, Type 2 diabetes has been shown 
to be four times more prevalent among British individuals originating 
from the Indian subcontinent (Asians) than in white English Caucasians, 
while diabetic British Asians have also been reported to have poorer 
blood glucose control, awareness of diabetes management, and 
knowledge of complications [53].  
The results of our study showed that the education level of diabetic 
participants was only associated with one aspect of diabetes management, 
namely, confidence in preventing & reducing further health problems. 
These findings concur with those of Rahimian Boogar et al. [47] and 
Siguroardottir [52] who found knowledge, physical skills and emotional 
factors as well as self-efficacy to influence self-care and metabolic 
control. Similarly, in the study of Munhoz Santos [54] the results of linear 
regression analysis showed that diabetes knowledge and resilience 
reduced the level of blood sugar and assisted diabetes management, 
whereas anxiety and depression were not statistically associated with 
diabetes management [54].  
Quality of life and diabetes  
Findings of the present study in relation to the effect of diabetes 
on quality of life by gender showed that there was a significant 
difference between quality of life among males and females regarding 
housework, family, pain/discomfort and anxiety/depression. 
Santiprabhob et al. [55] and Vallis et al. [56] too observed that gender 
differently affected the quality of life in diabetic patients. In their 
studies satisfaction, the impact of diabetes on quality of life, and 
general quality of life were different between males and females 
[55,56]. Similarly, Miksch et al. [57] found gender-specific 
differences do exist within the quality of life of patients with diabetes.  
Our results of quality of life by diabetes education and gender showed 
that there is significant difference between the average scores on mobility, 
family and leisure activity. Similarly, the results of quality 
 
of life by language spoken at home showed that that those spoke 
English at home experienced significantly less difficulty with personal 
care and house work compared to those who spoke Arabic at home. In 
a study conducted by  Tankova et al. [58] examining the effect of a 5-
day diabetes teaching program for diabetic patients on their quality of 
life 1 and 2 years afterwards, the results showed a significant increase 
in overall well-being of patients in 1 (P<0.0001) and 2 years 
(P<0.001) after the educational program. This was related to a 
reduction in depression and anxiety and an increase in positive 
wellbeing compared to the control group [58].  
Findings of the present study showed gender differences to 
significantly affect aspects of quality of life such as house work, family, 
pain/discomfort and anxiety/depression, in that males were more likely to 
report problems with house work and experience pain/discomfort 
compared to their female counterparts. By contrast, female participants 
reported experiencing anxiety/depression more than male participants. 
Similar observations were reported by other investigators [55,56,58].  
Limitations  
This study had a number of limitations. Since the diabetic patient 
group studied in this research was a select migrant group, our findings 
cannot be generalised to other ethnic groups. Further research is 
needed to understand self-care by including proximate factors as well 
as physical skills, emotional factors and self-efficacy on a larger 
cohort. In order to better understand the management of diabetes it is 
important to conduct further study that includes people with diabetes 
from other ethnic and cultural groups as well as main-stream 
Australians with similar socio-economic backgrounds. Since the 
participants of this study were a homogenous group, insufficient 
variability existed to warrant further study with a larger cohort and 
multivariate analysis. Further study with a larger sample may provide 
a better understanding of the variations in diabetes management and 
confounding factors. Moreover, as questionnaires were self-
administered and translated into English and Arabic, it is possible that 
the scales may not have been culturally appropriate for all survey 
participants. Immigrants may underreport health practices or 
conditions and are often hesitant to provide information or participate 
in utilizing health services. Additionally, individuals may desire to 
give socially acceptable answers. Since the survey data were based on 
self-report and memory recall, the findings may not accurately reflect 
the actual frequency of diabetes self-care and may include over - or 
underestimation of their routine on the part of participants.  
Conclusion  
In patients with diabetes, one of the most important methods for 
evaluating treatment and care is to assess their quality of life. The 
results of the present study suggest that diabetes affected both the 
physical and emotional health of the participants and those individuals 
with diabetes may experience considerable anxiety and stress as they 
attempt to manage their disease. It seems that an effective and focused 
education tailored to young and older cohorts as well as female 
diabetic patients is needed to improve their self-care and 
understanding of treatment regimes, and thereby enhance their quality 
of life through effective management of diabetes. Additional studies 
with a larger sample would be useful to determine an effective 
approach. It would be particularly useful to examine the emotional 
effects of diabetes on individuals, as the perceived causes of 
anxiety/depression may not relate entirely to this populations’ disease 
status but relate to their lifestyle and social-economic situation. 
 
113 
Citation: Mustapha W, Hossain ZS, Loughlin KO (2014) Management and Impact of Diabetes on Quality of Life among the Lebanese Community of 
Sydney: A Quantitative Study. J Diabetes Metab 5: 329. doi: 10.4172/2155-6156.1000329 
 
 
Page 9 of 10 
 
References  
9.  International Diabetes Federation (2011) IDF Diabetes Atlas (5thedn).  
 
10.  Sarah Wild, Gojka Roglic, Anders Green, Richard Sicree, Hilary King (2004)  
Global Prevalence of Diabetes. Diabetes Care 27: 1047-1053.  
 
11.  Matthews DR, Matthews PC (2011) Banting Memorial Lecture 2010^. Type 2  
diabetes as an ‘infectious’ disease: is this the Black Death of the 21st 
century?  Diabet Med 28: 2-9.  
 
12.  Whiting DR, Guariguata L, Weil C, Shaw J (2011) IDF diabetes atlas: global  
estimates of the prevalence of diabetes for 2011 and 2030. Diabetes Res Clin  
Pract 94: 311-321.  
 
13.  Australian Institute of Health and Welfare (2008) Diabetes: Australian facts  
2008. Diabetes series no. 8. Cat. no. CVD 40. Canberra: AIHW.  
 
14.  Magliano DJ, Peeters A, Vos T, Sicree R, Shaw J, et al. (2009) Projecting the  
burden of diabetes in Australia--what is the size of the matter? Aust N Z J 
Public  Health 33: 540-543.  
 
15. Vos T, Goss J, Begg S, Mann N (2004) Australian Burden of Disease and Injury 
Study, Projected Health Care Costs Report. University of Queensland and AIH.  
 
16.  Fridlyand LE, Philipson LH (2005) Oxidative reactive species in cell injury:  
Mechanisms in diabetes mellitus and therapeutic approaches. Ann N Y Acad  
Sci 1066: 136-151.  
 
17.  Colagiuri S, Walker AE (2008) Using an economic model of diabetes to evaluate  
prevention and care strategies in Australia. Health Aff (Millwood) 27: 256-268.  
 
18.  Holdenson Z, Catanzariti L, Phillips G, Waters AM (2003) A picture of diabetes  in 
overseas-born Australians. AIHW Bulletin. Cat. no. AUS 38. Canberra: AIHW.  
 
19. Jupp J (2001) The Australian people: an encyclopedia of the nation, its people 
and their origins: Cambridge University Press.  
 
20.  Convy P, Monsour A (2008) Lebanese Settlement in New South Wales (A  
Thematic History): The Migration Heritage Centre: 1-18.  
 
21. Australian Bureau of Statistics Census (2006) Census Tables: Sydney 
(Statistical Division) Canberra: Australian Bureau of Statistics.  
 
22.  Department of Immigration and Citizenship (n.d) (2013) Community 
information  summary. Lebanon-born.  
 
23. Ripoll BC, Leutholtz I (2011) Exercise and disease management (2nd edn). 
Boca Raton: CRC Press. p. 25. ISBN 978-1-4398-2759-8.  
 
24.  Mustapha W, Hossain SZ, O’Loughlin K (2012) Detection, management and  
impact of diabetes among the Lebanese Community of Sydney: A qualitative  
study. Journal of Community Medicine and Health Education.  
 
25.  Thow A, Waters AM (2005) Diabetes in culturally and linguistically diverse   
 Australians - identification of communities at high risk. Australian Institute of   
 Health and Welfare. AIHW cat. no. CVD 30, Canberra.  
 
26. Clement S (2008) Diabetes self-management education, Diabetes Care 18: 47.  
 
27.  Diabetes Australia Vic (2008).  
 
28.  McDermott RA, Schmidt BA, Sinha A, Mills P (2001) Improving diabetes care 
in  the primary healthcare setting: a randomised cluster trial in remote 
Indigenous  communities. Med J Aust 174: 497-502.  
 
29.  Si D, Bailie RS, Togni SJ, Abbs PHN, Robinson GW (2006) Aboriginal health  
workers and diabetes care in remote community health centres: a mixed  
method analysis. Medical Journal of Australia 185: 40.  
 
30.  Tuomilehto J, Lindström J, Eriksson JG, Valle TT, Hämäläinen H, et al. 
(2001)  Prevention of type 2 diabetes mellitus by changes in lifestyle among 
subjects  with impaired glucose tolerance. N Engl J Med 344: 1343-1350.  
 
31.  Nakkash R, Soweid RAA, Nehlawi MT, Shediac-Rizkallah MC, Hajjar TA, et  
al. (2003) The Development of a Feasible Community-Specific Cardiovascular  
 Disease Prevention Program: Triangulation of Methods and Sources. Health  
Education & Behavior 30: 723-739.  
 
32.  National Center for Biotechnology Information (2012) Diabletes. U.S. 
National  Library of Medicine. PubMed Health.  
 
33.  Brooks-Worrell B, Palmer JP (2011) Is diabetes mellitus a continuous  
spectrum? Clin Chem 57: 158-161.  
 
34.  Norris SL, Lau J, Smith SJ, Schmid CH, Engelgau MM (2002) Self-
management  education for adults with type 2 diabetes: a meta-analysis of 
the effect on  glycemic control. Diabetes Care 25: 1159-1171.  
 
32.  Skinner T, Cradock S, Arundel F, Graham W (2003) Four theories and a  
philosophy: self management education for individuals newly diagnosed with  
Type 2 diabetes. Diabetes Spectrum 16: 75-80.  
 
33.  Lorig K (2002) Partnerships between expert patients and physicians. Lancet   
  814-815.  
 
34. Harper A, Hunt J, Williams K, Woolliams M (2009) How to reference for 
Health and Social Care students (5thedn), Oxford: Oxford Brookes University.  
 
35.  Andrews RC, Cooper AR, Montgomery AA, Norcross AJ, Peters TJ, et al.  (2011) 
Diet or diet plus physical activity versus usual care in patients with newly  diagnosed 
type 2 diabetes: the Early ACTID randomised controlled trial. Lancet   
378:  129-139.  
 
31.  Girgis S, Ward J (2004) Arabic speakers with diabetes mellitus. A study of 
their  care. Aust Fam Physician 33: 670-672.  
 
32. MacDonald C (2013) What is Health Psychology? Health Psychology Center. 
San Diego.  
 
33.  Radha V, Vimaleswaran KS, Deepa R, Mohan V (2003) The genetics of  
diabetes mellitus. Indian J Med Res 117: 225-238.  
 
34.  Colagiuri R, Thomas M, Buckley A (2007) Preventing Type 2 Diabetes in  
Culturally and Linguistically Diverse Communities in NSW. NSW Department  
of Health, Sydney.  
 
35.  Manderson L, Kokanovic R (2009) “Worried all the time’’: distress and the  
circumstances of everyday life among immigrant Australians with type 2  
diabetes. Chronic Illn 5: 21-32.  
 
36.  Aikens JE, Perkins DW, Piette JD, Lipton B (2008) Association between  
depression and concurrent Type 2 diabetes outcomes varies by diabetes  
regimen. Diabet Med 25: 1324-1329.  
 
37.  Broom D, Whittaker A (2004) Controlling diabetes, controlling diabetics: moral  
language in the management of diabetes type 2. Soc Sci Med 58: 2371-2382.  
 
38. Harvard Medical School (2008) Why we should exercise—and why we don’t. 
Harvard Health Letter, Harvard University 33: 11.  
 
39.  Wallston KA, Rothman RL, Cherrington A (2007) Psychometric properties of  
the Perceived Diabetes Self-Management Scale (PDSMS). J Behav Med 30:  
395-401.  
 
40.  Smith MS, Wallston KA, Smith CA (1995) The development and validation of  
the Perceived Health Competence Scale. Health Educ Res 10: 51-64.  
 
41.  Toobert DJ, Hampson SE, Glasgow RE (2000) The summary of diabetes 
self- care activities measure: results from 7 studies and a revised scale. 
Diabetes  Care 23: 943-950.  
 
42.  Stanford Patient Education Research Center (n.d). Diabetes self efficacy scale.  
 
43. American Association of Diabetes Educators (2008) Self-Care Behaviors. 
Diabetes Educ 34: 445-449.  
 
44.  Yekta Z, Pourali R, Aghassi MR, Ashragh N, Ravanyar L, et al. (2011)  Assessment 
of Self-Care Practice and Its Associated Factors among Diabetic  Patients in Urban 
Area of Urmia, Northwest of Iran. J Res Health Sci 11: 33-38.  
 
45.  Adibe MO, Aguwa CN, Ukwe CV, Okonta JM, Udeogaranya OP (2009)  
Diabetes self-care knowledge among type 2 diabetic outpatients in south- 
eastern Nigeria. Int J Drug Dev & Res 1: 85-104.  
 
46.  Atak N, Gurka N, Kose K (2009) The Effect of Education on Knowledge, Self   
 Management Behaviours and Self Efficacy of Patients with Type 2 Diabetes.   
 The Australian Journal of Advanced Nursing 26: 66-74.  
 
47.  Rahimian Boogar I, Mohajeri-Tehrani MR, Besharat MA, Talepasand S 
(2013)  The effect of sociostructural and collaborative decision-making on 
diabetes  self-management. Iran J Public Health 42: 280-292.  
 
48.  Bai YL, Chiou CP, Chang YY (2009) Self-care behaviour and related factors 
in  older people with Type 2 diabetes. J Clin Nurs 18: 3308-3315.  
 
49.  Heisler M, Smith DM, Hayward RA, Krein SL, Kerr EA (2003) How well do  
patients’ assessments of their diabetes self-management correlate with actual  
glycemic control and receipt of recommended diabetes services? Diabetes  
Care 26: 738-743.  
 
50.  How CB, Ming KE, Chin CY (2011) Does religious affiliation influence 
glycaemic  control in primary care patients with type 2 diabetes mellitus? Ment 
Health Fam  Med 8: 21-28.  
 
114 
Citation: Mustapha W, Hossain ZS, Loughlin KO (2014) Management and Impact of Diabetes on Quality of Life among the Lebanese Community of 
Sydney: A Quantitative Study. J Diabetes Metab 5: 329. doi: 10.4172/2155-6156.1000329 
 
 
Page 10 of 10 
 
•  Xu Y, Toobert D, Savage C, Pan W, Whitmer K (2008) Factors influencing  
diabetes self-management in Chinese people with type 2 diabetes. Res Nurs  
Health 31: 613-625.  
 
•  Sigurdardóttir AK (2005) Self-care in diabetes: model of factors affecting self- 
care. J Clin Nurs 14: 301-314.  
 
•  Hawthorne K, Mello M, Tomlinson S (1993) Cultural and religious influences 
in  diabetes care in Great Britain. Diabet Med 10: 8-12.  
 
•  Munhoz Santos FR, Bernardo V, Gabbay M, Dib SA, Sigulem D (2013) The  
impact of knowledge about diabetes, resilience and depression on glycemic  
control: a cross-sectional study among adolescents and young adults with 
type  1 diabetes. Diabetology & Metabolic Syndrome 5: 55.  
 
55.  Santiprabhob J, Kiattisakthavee P, Likitmaskul S, Chaichanwattanakul K,  
Wekawanich J, et al. (2012) Glycemic control, quality of life and self-care  
behavior among adolescents with type 1 diabetes who attended a diabetes  
camp. Southeast Asian J Trop Med Public Health 43: 172-184.  
 
56.  Vallis TM, Higgins-Bowser I, Edwards L, Murray A, Scott L (2005) The Role  
of Diabetes Education in Maintaining Lifestyle Changes. Canadian Journal of  
Diabetes 29: 193-202.  
 
57.  Miksch A, Hermann K, Trieschmann J, Roelz A, Heiderhoff M, et al. (2008)   
 [Gender-specific differences in quality of life of patients with type 2 diabetes  
with or without participating in DMP]. Gesundheitswesen 70: 250-255.  
 
58.  Tankova T, Dakovska G, Koev D (2004) Education and quality of life in 
diabetic  patients. Patient Educ Couns 53: 285-290.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Citation: Mustapha W, Hossain ZS, Loughlin KO (2014) Management and 
Impact of Diabetes on Quality of Life among the Lebanese Community of 
Sydney: A Quantitative Study. J Diabetes Metab 5: 329. doi: 10.4172/2155- 
6156.1000329 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Submit your next manuscript and get advantages of OMICS 
Group submissions  
Unique features:  
• User friendly/feasible website-translation of your paper to 50 world’s leading languages   
• Audio Version of published paper  
• Digital articles to share and explore  
Special features:  
• 300 Open Access Journals  
• 25,000 editorial team  
• 21 days rapid review process  
• Quality and quick editorial, review and publication processing   
• Indexing at PubMed (partial), Scopus, EBSCO, Index Copernicus and Google Scholar etc   
• Sharing Option: Social Networking Enabled   
• Authors, Reviewers and Editors rewarded with online Scientific Credits   
• Better discount for your subsequent articles   
Submit your manuscript at: www.editorialmanager.com/acrgroup 
115 
6.2.3   Additional survey (Quantitative) results 
6.2.3.1 Introduction 
This section provides additional background information about the participants in 
relation to perceived health, history of diabetes and complications associated with 
diabetes. It also presents further analyses regarding the effect of diabetes on health, in 
particular measures of self-care, management of diabetes, quality of life and well-being.  
 
6 2.3.2 General Health and Diabetes history   
In response to a question about perceived health, the majority of participants (74.5%) 
rated their health as good. Most (82%) also reported a high degree of control over the 
condition, with only 36 participants having experienced hypoglycaemia in the past 
month. The fact that 164 respondents did not report having experienced hypoglycaemia 
is probably reflected in the reports of good overall health.  
 
6.2.3.3   Health Complications Associated with Diabetes  
A multiple-response item asked participants to report the most common diabetes-related 
complications they experienced. The most frequent complication was visual disorders 
(65%), followed by heart disease (24%), poor circulation (20%), neurological disorders 
(18%) and renal complications (13.5%). The least common complications were leg 
ulcers, stroke and constant erection problems (Table 6-2-1). 
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Table 6-2-1 Health Complications Associated with Diabetes (Multiple Responses) 
Characteristics Description N   % 
Diagnosed 
complications 
Problem with eyes 
Heart disease 
Poor circulation 
Nerve damage 
Kidney disease 
Foot ulcers  
Stroke 
Sustaining erection 
130 
48 
40 
36 
27 
17 
8 
6 
65 
24.0 
20.0 
18.0 
13.5 
8.5 
4.0 
3.0 
 
6.2.3.4 Health Conditions Associated with Diabetes  
The participants were asked about the most common clinical symptoms of diabetes they 
experienced. Depression (32%) was the most common problem followed by 
hypertension (27%), angina/heart disease (24%), asthma (13.5%) and kidney disease 
(13.5%). Only a few reported experiencing stroke or transient ischaemic attack (TIA) 
(4%), arthritis (4%) or osteoporosis (4%) (Table 6-2-2). 
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Table 6-2-2 Health Conditions Associated with Diabetes 
Characteristics Description N % 
Diagnosed 
Symptoms 
 
 
 
 
 
 
 
 
Depression   
Hypertension  
Angina/heart disease 
 
Asthma   
Kidney disease/renal disease 
 
Stroke or TIA   
Arthritis 
Osteoporosis 
65 
54 
48 
 
27 
27 
 
8 
8 
8 
32.0 
27.0 
24.0 
 
13.5 
13.5 
 
4.0 
4.0 
4.0 
 
 
6.2.3.5 Diabetes Self-care  
 
Participants were asked to identify their sources of information about diabetes (Table  
6-2-3). All 200 participants identified health professionals as the most important source 
of information, followed by Diabetes Australia (76%), pharmacists (11.5%) and friends 
or relatives (7%).  Participants also reported that their medical team had recommended 
they follow a specific diet.  
 
Table 6-2-3 Sources of Information About Diabetes   
 
Sources of information Sought  Yes No 
     %               (N)        %             (N) 
Health Professionals                          100            (200)                 0             (0) 
Pharmacists                                       11.50          (23)               88.50       (177) 
Diabetes Australia                             76              (153)             23             (47) 
Friends/relatives                                6.5             (13)               93.5         (187) 
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Responses to lifestyle related questions indicated that the majority of participants (85%) 
did not engage in any exercise and fewer than one in 10 (9.5%) exercised once or twice 
a week. More than half (52.5%) smoked daily, while 37% had never smoked and 10.5% 
smoked less than weekly. The diets of most participants had a very high salt content, 
with 42.5% saying they used salt most of the time and another 30% reporting that they 
always added salt to their food (overall N=145). Most participants consumed vegetables 
less than once a week, and nearly half consumed fruit and fish less than once a week. 
Only about one-third ate out 2-3 times a week (Table 6-2-4).   
 
Table 6-2-4 Eating Habits 
 
 Never <1 weekly 2-3 weekly 4+ weekly 
%                N 
 
   %            N    %             N     %            N 
Fruit   10.5           21   38             76   24             48   27.5          55 
Vegetables   15.5           31   65.5         131   18             36     1              2 
Fish   12.5           25   36             72   51.5         103     0              0 
Eat out   27              54   32             64   33             66     8             16 
     
 
 
 6.2.3.6 Management of Diabetes 
Agree/disagree statements were used to assess participants’ experience of managing  
that taking an active role is the most important thing that affects their health (79%), that 
they can prevent or reduce health-related problems (80%), are knowledgeable about 
their prescribed medications (91.5%), can take care of themselves (86%), are confident 
in explaining health concerns to the doctor (93%), can follow medical treatment (90%), 
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understand health problems and what causes them (79.5), and know about how to 
prevent health problems (88%).  Less than a third disagreed or strongly disagreed that 
they are the person responsible for their health or that they could maintain lifestyle 
changes and work out solutions when new health problems arise.  
 
Table 6-2-5 Self-activation in Relation to Health   
 
Items SA 
 
A D SD 
 %              (n) 
 
%           (n) %          (n) %          (n) 
 
Responsibility for own health 
 
Importance of own health 
 
Prevent/reduce problems 
 
Knowledge of prescribed medication 
 
Can take care of myself 
 
Confidence with discussing concerns 
with doctors 
 
Confidence with medical treatment 
 
Understanding health problems 
 
Knowledge of available treatments  
 
Maintaining lifestyle 
 
Prevention of health problems 
 
Solutions for health 
 
Maintain lifestyle changes when stressed 
 
12.5 %          (25) 
 
8%                (16) 
 
13%              (26) 
 
21%            (42) 
 
12%            (24) 
 
27%            (54) 
 
 
17%            (34) 
 
7%              (14) 
  
47.5%         (95) 
  
9%              (18) 
 
16%            (32) 
 
6.5%           (13) 
 
7.5%           (15) 
 
59%          (118) 
 
71%          (142) 
 
67%          (134) 
 
70.5%      (141) 
 
74%         (148) 
 
63%         (126) 
 
 
73%         (146) 
 
72.5%      (145) 
 
43%          (86) 
 
63.5%       (27) 
 
72%         (144) 
 
61%         (122) 
 
76.5%       (153) 
 
25%        (50) 
 
17%        (34) 
 
14%        (28) 
 
6.5%       (13) 
 
11.5%     (23) 
 
7%          (14) 
 
 
7%          (14) 
 
10.5%     (21) 
 
7%          (14) 
 
15%        (30) 
 
6.5%       (13) 
 
22%        (44) 
 
11%        (22) 
 
3.5%        (7) 
 
4%           (8) 
 
6%          (12) 
 
2%           (4) 
 
2.5%        (5) 
 
3%           (6) 
 
 
3%           (6) 
 
10%        (20) 
 
2.5%        (5) 
 
12.5%     (25) 
 
5.5%       (11) 
 
10.5%     (21) 
 
5%          (10) 
 
 
SA Strongly Agree, A Agree, D Disagree and SD Strongly Disagree 
 
 
 
6.2.3.7 Emotional Wellbeing and Life Stress  
 
The ANOVA results (Table 6-2-6) showed little age-related variation in the average 
level of stress. The mean stress scores by age group were: 40-44 years 26.68, 45-49 
120 
years 26.78 and 50-55 years 26.63 (overall 26.69). Since the p-value of the test is greater 
than 0.05 (0.93) it is inferred that age is not related to the development of stress in 
diabetic patients. 
 
Similarly, the ANOVA test results showed that the mean stress scores by employment 
status were: employed 26.91, unemployed 26.59 and home duties 26.69. There was no 
significant statistical association between level of depression and employment status (F= 
0, p=0.48).  
 
 The mean stress scores by length of residence in Australia were: ≥ 10 years 27, 11-20 
years 26.40, 21-30 years 26.80, 31-40 years 26.93, and 41-55 years 27.40 (overall 
26.75). No significant association was found between the number of years lived in 
Australia and stress score.  
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Table 6-2-6 Association between Stress and Age, Employment and Years in 
Australia 
 
N Mean 
Std. 
Deviation 
95%Confidence Interval 
for Mean 
F sig 
Lower 
Bound 
Upper 
Bound 
Age groups 
40-44 
45-49 
50-55 
Total 
 
Employment 
Currently 
working 
Unemployed/ 
home duties 
Total  
 
Years in Aust 
<=10 years 
11-20 years 
21-30 years 
31-40 years 
41-55 Years 
Total 
 
 
19 
82 
99 
200 
 
 
65 
 
135 
 
200 
 
 
7 
47 
40 
15 
15 
124 
 
26.68 
26.78 
26.63 
26.69 
 
 
26.91 
 
26.59 
 
26.69 
 
 
27.00 
26.40 
26.80 
26.93 
27.40 
26.75 
 
3.32 
2.70 
2.68 
2.74 
 
 
2.65 
 
2.79 
 
2.74 
 
 
2.31 
2.99 
2.58 
2.96 
2.03 
2.70 
 
25.09 
26.19 
26.09 
26.31 
 
 
26.25 
 
26.12 
 
26.31 
 
 
24.86 
25.53 
25.97 
25.29 
26.28 
26.27 
 
28.28 
27.37 
27.16 
27.08 
 
 
27.56 
 
27.07 
 
27.08 
 
 
29.14 
27.28 
27.63 
28.57 
28.52 
27.23 
0.7 
 
 
 
 
 
 
0.58 
 
 
 
 
 
 
0.44 
0.93 
 
 
 
 
 
 
0.45 
 
 
 
 
 
 
0.78 
 
The results of the t-test (Table 6-2-7) showed that the mean stress score was higher for 
women (M=27.81, SD=1.99) than men (M=26.34, SD=2.84) and the difference was 
statistically significant at p=<0.05. The mean stress scores for participants with or 
without diabetes education were 26.89 and 26.60 respectively and the difference was not 
statistically significant.  
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Table 6-2-7 Stress by Gender and Diabetes Education. 
 
 
N Mean 
Std. 
Deviation 
95% Confidence 
Interval for Mean 
T Sig 
Lower 
Bound 
Upper 
Bound 
Gender 
Male  
Female 
 
Diabetes 
Education 
Yes 
no 
 
157 
43 
 
 
 
64 
136 
 
26.34 
27.81 
 
 
 
26.89 
26.60 
 
2.84 
1.99 
 
 
 
2.28 
2.93 
 
-2.17 
-2.18 
 
 
 
-.46 
-.46 
 
-.68 
-.67 
 
 
 
1.04 
1.04 
6.07 
 
 
 
 
5.34 
 
.01 
 
 
 
 
0.2 
 
 
The predictors of diabetes-related stress are shown in Table 6-2-8. The results of 
multiple linear regression analysis (adjusted coefficients) showed that the following 
variables increase the risk of stress among diabetic patients: male gender (β=0.031), lack 
of diabetes education (β=0.041), age 50-55 years vs. 40-44 years (β= 0.043), age 50-55 
vs. 45-49 (β= 0.119), not understanding roles and responsibilities (β= 0.053), health 
regimes (β= 0.136), confidence (β= 0.154) and not adopting new behaviour (β= 0.002). 
However, the model explains only 5.2% of the variance in the dependent variable 
(stress).  
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Table 6-2-8 Regression Analysis for Diabetes Stress by Socio-demographic and 
Management Variables  
 
Diabetes Distress 
 
Variable Significant 
predictor 
 B   β      t   P 
Gender 
 
Male Vs. Female .184 .031    .419 
 
.676 
 
Diabetic education 
Diabetic 
education Vs. 
non-diabetic 
education  
 
-.215 -.041   -.577  .565 
Age 40-44 vs. 50-55 
45-49 vs. 50-55  
                          
-.359 
-.298 
-.043 
-.119 
-.582 
-1.588 
 
.561 
.114 
Understanding role 
and responsibility 
 
Understanding 
vs.non-
understanding  
 
-1.35 -.053 -.731 .465 
Understanding 
Recommended health 
regimes  
 
Health regimes 
vs. non-health 
regimes 
.289 .136 1.917 .057 
Confident in 
preventing and  
reducing health 
problems 
 
Confident vs. no 
confidence 
.258 .154 2.087 .038 
Adopting new 
behaviour 
Adopting Vs. 
non-adopting 
 
-.005 -.002 -.0.32 .974 
                        [R2 = 5.2%, df=8, F = 1.307]  
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6.3 Comparison of Findings  
6.3.1 Introduction 
This section compares the two sets of findings in relation to the following topics: socio-
demographic characteristics of the participants; health and diabetes-related conditions; 
self care; management of diabetes; and effect of diabetes on quality of life and 
psychosocial wellbeing 
 
6.3.2 Socio-demographic Characteristics of Participants 
Both groups of participants were of Lebanese descent, living in the Sydney Metropolitan 
area and with a diagnosis of diabetes for more than six months at the time of the study.   
Table 6-3-1 compares the background characteristics of the participants in both studies.  
The survey participants were more likely to be male, older, married and diagnosed with 
diabetes at an older age compared to the interview participants.  The mean age of all 
participants was 48 years and the majority in both studies had been diagnosed with 
diabetes between the ages of 41 and 50 years (Table 6-3-1).  
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Table 6-3-1 Characteristics of Participants  
 
Variables Qualitative (%)            Quantitative (%) 
 
Gender 
 
  
Male         68                  78.5 
    
Female        32                  21.5 
 
Age 
 
  
40-45          28                   16 
    
46-50        40                   40 
  
51-55         32                   44 
 
Age when diagnosed 
 
  
Under 40        12                    8.5 
  
41-50        80                    70.5 
 
50+        8                    21 
 
Diagnosed 
 
  
After arrival to 
Australia 
 
       92                      - 
Before Arrival 
 
       8                      - 
Marital Status 
 
  
Married 
 
      64                    92 
Widowed/Divorced/ 
Single 
 
      36                    8 
 
Over half (52%) of the survey participants were unemployed and over two thirds (69%) 
had received no formal education and were illiterate. In contrast, more than half (54%) 
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of the interview participants had year 10-12 education and only 35.5% had no formal 
education. Less than half were (45%) employed at the time of the study.  
 
6.3.3 Health and Diabetes-related Conditions 
The qualitative data showed that the greatest difficulty participants experienced was in 
regard to engaging in exercise (48%). This was followed by testing their glucose levels 
(36%), following a healthy diet (36%) and injecting insulin (32%). The participants were 
also asked how their physical health was affected by diabetes. The six most frequently 
identified diabetes-related complications were: weight gain/obesity (58%), fatigue 
(46%), deteriorating vision (36%), frequent infections and slow healing (32%), high 
blood pressure (24%), and high cholesterol (20%). Some 92% of the interviewees 
reported having at least one of the six side effects or complications. A very similar 
pattern of health problems was reported by the survey participants. They also reported 
other health problems, such as poor circulation (20%), neurological complications 
(18%), renal complications (13.5%), foot ulcers (8.5%), stroke (4%) and constant 
erection (3%) (Table 6-2-1). 
 
More than two-thirds (68%) of survey participants had received diabetes education. 
More than half (56%) received such education through general practitioners, 11.5% 
through diabetes educators and 32% had received no diabetes education.  
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6.3.4 Self-care 
Interview participants reflected on some of the problems they experienced in 
understanding and managing diabetes. Many did not speak English well enough to fully 
comprehend the explanations given to them by their health practitioners. Participants 
reported poor exchange of information with health professionals regarding the treatment 
and management of diabetes as a major problem. A number of them commented that the 
doctor or nurse did not spend enough time explaining the treatment, its implications or 
the consequences of non-compliance. Participants with limited English experienced 
problems understanding the guidelines, following the treatment protocol and 
communicating with health professionals. They would prefer these instructions to be 
available in their own language. Some felt imposed upon when told they must do 
something without understanding the reasons. 
 
All survey participants reported that their medical team had recommended that they take 
their medication, follow a specific diet and engage in exercise. The majority (82.5%) 
took their medication daily and more than half (52.5%) followed the diet one day per 
week, but 85% did not engage in any exercise.  More than half (52.5%) smoked daily, 
37% had never smoked and 10.5% smoked less than weekly. More than half (42.5%) 
said they had salt most of the time and 30% always added salt to their food (overall 
N=145). 
 
The mean for diabetes self care was higher among men than women (14.75 and 13.81 
respectively).  
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6.3.5 Management of Diabetes 
Interviewees reported that they had been advised to take specific medication, lose 
weight, exercise more, and make other recommended lifestyle changes in order to 
maintain appropriate glucose levels and manage their diabetes. Again, however, these 
participants indicated that communication and the exchange of information between 
doctor and patient regarding the management of diabetes was inadequate. For example: 
 There should be someone who sits down and talks to you. Somebody should explain in 
my language what I shouldn't do, but there is no one from our community there. So it is 
very difficult to understand how things should be. They do tell us to make changes in the 
diet, but they assume that we know all (Participant 21, male, age 50).  
Participants often commented that doctors simply did not have enough time to sit down 
and patiently explain the disease, its complications, its treatment and management. For 
example: 
I have never been involved in a management plan, they ask us to record sugars at home, 
but they don’t even see them ever. Involvement in care plan needs talking to the patient; 
do they have time? (Participant 10, female, age 52).  
He is so busy you feel you can't talk to him (Participant 8, male, age 43).   
The greatest difficulty participants experienced was in regard to engaging in exercise 
(48%), followed by testing their glucose levels (36%), following a healthy diet (36%) 
and injecting insulin (32%). 
 
The survey used agree/disagree statements to assess participants’ management of 
diabetes and related issues. The results showed that age and gender were important 
variables. For example, participants who were diagnosed with diabetes in middle age 
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were significantly better at preventing problems associated with diabetes and reducing 
further health problems than those diagnosed at a younger age. Males were more likely 
than females (t=2.97, p=.00) to understand their roles and responsibilities, and more 
confident in preventing and reducing further problems due to diabetes.   
 
6.3.6 Effects of Diabetes on Quality Of Life and Psychosocial Wellbeing 
Interview participants were asked how their physical health was affected by diabetes, 
including complications and treatment-related side-effects. The majority identified 
‘tiredness’, ‘fatigue’ and lower energy’ and reported other health problems such as 
obesity, high blood pressure, high cholesterol, deteriorating eyesight and dental 
problems. The six most frequently identified side-effects or complications were 
discussed previously in this chapter.   
 
The in-depth interviews also contained questions about the effect of diabetes on 
participants’ emotional health. Four out of five expressed feelings of depression, shame, 
anxiety, worry, and/or fear, with depression and fear being the most commonly felt 
emotions associated with the disease. A few participants indicated that they felt like 
giving up: 
 I am always on a diet or an exercise plan but never seem to be able to succeed…I fear for 
my life (Participant 20, female, age 44).  
Many participants expressed a lack of motivation and feelings of apathy towards life. 
They were concerned that diabetes is a lifelong, incurable disease and felt depressed, 
fearful and tied down by the need to measure and manage blood sugars and diets. Only 
three of the 25 participants reported that they suffered no significant emotional problems 
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as a result of their diagnosis. Many expressed frustration with the lack of understanding 
from their support system of family and friends and 76% stated that they felt alienated or 
isolated from members of their community. 
 
Three open-ended questions in the in-depth interview asked about aspects of social 
health, such as whether participants felt different from people who did not have diabetes, 
and how the disease had affected their quality of life, particularly financially and 
socially. Three-quarters (76%) indicated that they felt isolated and different. Most were 
uncomfortable or embarrassed because they tired easily and needed to urinate 
frequently. They also expressed irritation and resentment over the fact that others did not 
have to constantly worry about what they ate. Some even felt a sense of shame about 
having diabetes. The majority of participants felt their lives revolved around their 
diabetes and that a diagnosis of diabetes amounted to a life sentence of worry, shame, 
fear, alienation, pain and isolation. Younger women found it more embarrassing than 
men in their age group, while men aged 50 and over found it hard to socialise. 
 
Analysis of the quantitative data showed that more than one-third (34.5%) of the 
participants experienced impaired mobility, nearly half (48.5%) struggled with personal 
care and hygiene issues, 74% experienced difficulties at work, 80% were limited in their 
ability to do household chores, more than 75% experienced pain and discomfort and 
73.5% endured bouts of anxiety and stress as a result of their diabetes (Table 6-3-2). 
Further analysis (ANOVA) showed that the average stress score among participants was 
high, at 26.69. Both gender and diabetes education were significantly associated with 
stress.  Females and those who had received diabetes education were more stressed than 
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males and those who had not received diabetes education.  There was no statistically 
significant association between stress and age, work and years living in Australia 
 
Table 6-3-2 Quality of life  
 
 Some problem No problem 
        %                (N)       %                 (N) 
Mobility 
 
        34.5 69   65.5 131 
Personal Care 
 
        48.5 7       51.5 103 
Usual Activities  
 
Work 
 
 
        74.0 
 
 
148 
 
 
         26 
 
 
 
52 
Study 
 
        64.5 129       35.5 71 
Housework 
  
        81.5 163       18.5 37 
Family 
 
        51.5 103       48.5 97 
Leisure activities 
 
        71 142        29 58 
Pain/discomfort 
 
        77 154        23 46 
Anxiety/depression         73.5 147        26.5 53 
 
 
 
6.4 Summary  
 
The findings show that lack of communication and education due to the language 
barrier, combined with cultural differences, create a difficult environment in which to 
treat diabetes among this ethnic minority group. It appears that the time taken by doctors 
and dieticians to explain the causes and effects of the disease to their patients is 
insufficient, that their understanding of the social and dietary customs of the community 
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is inadequate, and that current treatment options for this group are inadequate and 
inappropriate.  
 
The mean age of participants was 48 years and the majority were male (78%) and 
married (94%). More than one-third had formal education and less than half were 
employed at the time of the study. The t-test results indicated that males were more 
likely to follow a medical plan than their female counterparts, while ANOVA showed 
that the middle-aged participants were significantly more confident than the younger and 
older cohorts about following their medication plans. Both results were significant at 
p=<0.05. 
 
The results suggest that diabetes affects both the physical and emotional health of the 
participants and that individuals with diabetes may experience considerable anxiety and 
stress as they attempt to manage their disease. The findings indicate that educational 
programs specifically designed for women and for younger and older cohorts are needed 
to improve their self-care and understanding of treatment regimes, hence enhancing their 
quality of life through effective management of diabetes. 
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CHAPTER 7 
Discussion and Conclusion 
 
This chapter summarises the main findings in relation to the existing literature. It 
discusses the strengths and limitations of the study and its implications for future 
research and professional practice.  
 
7.1 Introduction 
Diabetes mellitus is one of the major causes of disease morbidity and mortality in 
Australia and throughout the world. Diabetes is an incurable chronic disease that occurs 
as a result of high blood glucose. If left undiagnosed or poorly managed, diabetes can 
lead to coronary heart disease, stroke, kidney failure, limb amputations or blindness 
(ABS, 2013). 
 
Around 30 million people worldwide were affected by diabetes in 1985 and this number 
increased to 150 million in just 10 years. Current estimates place the number of people 
with diabetes at 382 million and this is expected to increase to 592 million by 2030 
(International diabetes Federation, 2013). The prevalence of type 2 diabetes is increasing 
in every country. Most sufferers are between 40 and 59 years of age (International 
diabetes Federation, 2013). The rapid increase in global prevalence, morbidity and 
mortality of diabetes has been compared to the 14th century plague (Matthews & 
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Matthews, 2011). A recent estimate of the incidence of diabetes in 2030 is a staggering 
552 million people, or 10% of the world’s adult population (Whiting et al., 2011).  
 
An estimated 275 Australians develop diabetes every day (AIHW, 2008). According to 
self-report data, around 4.5% of Australians were diagnosed with the disease in 2007, 
almost twice the number of those diagnosed in 1990. The 2005 Australian AusDiab 
Follow-up Study showed that 1.7 million Australians have diabetes and up to half of the 
cases of type 2 diabetes remain undiagnosed. It is estimated that by 2025, about 3 
million Australians will have type 2 diabetes (Magliano et al., 2009) and this will 
increase to 3.3 million by 2031 (Vos et al., 2004). In 2011, diabetes was the sixth 
leading cause of death in Australia (ABS 2013).  
 
Minority population groups, such as Australian residents born overseas and native 
Australians living in areas of lower socioeconomic status are more at higher risk of 
developing diabetes (AIHW, 2008). The rate of diabetes among people of Middle 
Eastern background is higher than that of mainstream Australians (Friedlyand & 
Philipson, 2005). Middle Eastern men are 3.6 times more likely to develop diabetes than 
their Australian-born counterparts; the corresponding ratio for women is 2.4 (Collagiuri 
et al., 2008; Holdenson et al., 2003). Overall, however, there is limited information on 
the risk factors, occurrence and prevalence of type 2 diabetes in Australia, in particular 
among ethnic groups.  
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According to the 2006 census, around 86600 Lebanese-born people were living in 
Sydney, accounting for 2.36% of the city’s total population. The ABS 2001 National 
Health Survey indicated that the ratio of diabetes among Lebanese migrants in Australia 
was nearly 3.3% (Fashner, 2005). Research in Lebanon shows that type 2 diabetes 
affects almost 11.5% of the population and its prevalence increases with age. The 
implications of these findings for Lebanese living elsewhere are of immense concern, 
particularly in light of the growing trend for Lebanese to migrate and urbanise and the 
increasing rates of obesity and sedentariness among them (Clement, 2008). Yet 
remarkably little is known about the specific factors contributing to diabetes and its 
effects on quality of life in the Australian Lebanese community. This research was an 
attempt to fill this gap.  
 
The aim of the study was to examine the experience, management and impact of 
diabetes in the Lebanese community and to identify factors that might account for their 
increased risk of contracting diabetes. The participants were diabetic patients recruited 
from local surgeries in areas with a high concentration of Lebanese residents. Both 
qualitative and quantitative research methods were employed to generate a holistic 
understanding. In-depth interviews and a survey collected data on participants’ 
experience of diabetes, side effects, management and control of the disease and explored 
their attitudes, perceptions and beliefs about diabetes and its effects on their lives. 
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7.2 Summary of Findings 
The effects of diabetes were assessed in relation to various aspects of quality of life such 
as physical health, emotional/mental health and social life. Regarding physical health, 
the majority of survey participants reported tiredness, fatigue and lower energy. 
Regarding emotional/mental health, a great majority of the interview participants 
expressed feelings of depression, shame, anxiety, worry and/or fear, with depression and 
fear the most commonly reported emotions associated with the disease. Regarding social 
life, interview participants talked about feeling different from people who did not have 
diabetes and described how the disease had affected their quality of life.  Seventy six 
percent of participants indicated that they felt isolated and different. Most were 
uncomfortable or embarrassed by tiring easily and the need for frequent urination. 
Overall, the results suggested that certain demographic characteristics (age, sex, age at 
diagnosis of diabetes, education and knowledge about diabetes) had small effects on 
some aspects of self-care, management and quality of life in these patients. 
 
7.2.1 Diabetes self-care 
Diabetes self-care activities are behaviours undertaken by individuals to prevent or 
manage the disease on their own (American Association of Diabetes Educators, 2008). 
Three important management behaviours were investigated in the present study: testing 
blood sugar, specific diet and medication.  The results showed no significant differences 
with regard to diabetes self-care by gender, age, level of education or language (English 
vs. Arabic). A previous study Yekta (2011) also found that gender had no effect on self-
care. It is important, however, that these findings be tested with a larger cohort.  
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The survey results showed that the mean scores for diabetes self-care did not differ 
significantly by level of education. This observation is in line with the findings from a 
number of other studies (Adibe, 2009; Atak, 2009; Yekta, 2011; Rahimian, 2013). 
Similarly, the finding of no association between age and diabetes self-care has been 
reported elsewhere (Yekta, 2011). Other research, however, reported different results. 
Bai (2009) assessed the effects of gender, age, education, marital status, economic 
resources, income, family status, religion, duration of diabetes, type of treatment, 
depression, social support and complications on diabetes self-care. The results (t-test and 
ANOVA) showed that gender, education, income and religion influenced diabetes self-
care.  The mean score of self-care was higher in male than in female patients and this 
value was also significantly higher among less educated, higher income and non-
religious subjects. The study (Bai, 2009) further showed that social support and duration 
of diabetes had positive significant effects on self-care, while depression had a 
significant negative effect. Multiple linear regression analysis also showed that social 
support, duration of diabetes and education influenced diabetes self-care (Bai, 2009). 
 
Although the reasons for these discrepancies are not clear, it is apparent that self-care is 
greatly influenced by cultural and religious factors (How et al., 2011). Hence it is 
possible that at least part of the explanation lies in cultural and religious differences. As 
well, unlike Bai’s (2009) study, the present investigation did not employ a matching 
technique involving step or adjustment methods in data analysis. Therefore, the possible 
confounding effects of factors not included in the study must be taken into consideration 
in the future study.  
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7.2.2 Diabetes management 
The present study found that only one aspect of diabetes management―confidence in 
preventing and reducing further health problems―was significantly associated with age 
at diagnosis and patient age. The middle age group (45-49 years) was significantly more 
confident in preventing and reducing further health problems compared to their younger 
(40-44 years) and older (50-54 years) counterparts. This is likely to reflect a higher 
commitment among middle aged people to ensuring they remained healthy. When asked, 
younger respondents mostly indicated that enjoying a full life had priority over caring 
for their health. The younger age groups had better understanding of the recommended 
health regime than the older age group because they had more access to information 
sources, such as the internet, and were more aware because they had observed the effects 
of diabetes on older community members with diabetes. Older people were more likely 
to find it difficult to adapt to new behaviour and to accept that they were responsible for 
taking an active role in maintaining their own health. None of these differences, 
however, were statistically significant. The results also suggested that participants who 
had been diagnosed with diabetes between the ages of 43 and 49 years were significantly 
more likely than those diagnosed at younger (37-42 years) and older (49-54) ages to 
prevent problems associated with diabetes and reduce further health problems. 
 
By contrast, Yin Xu (2008) reported that mean of age and gender of diabetic patients 
had no effects on diabetes management.  Pearson correlations showed that diabetes 
duration, provider-patient communication, social support and self efficacy influenced 
diabetes self-management. In the same study (Yin Xu, 2008), structural equation 
modeling (SEM) showed that belief in treatment effectiveness and diabetes self-efficacy 
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were proximate factors and directly affected diabetes self- management whereas 
knowledge, social support and provider–patient communication affected self-
management indirectly via beliefs and self-efficacy.  
 
The present study showed that gender had a significant effect on all four aspects of 
diabetes management (Table 7 in Mustapha, Hossain and O’Loughlin 2014), indicating 
that males were more likely than females to understand their roles and responsibilities, 
follow the recommended health regime and adopt new behaviour. In contrast, females 
were more confident than males about preventing and reducing further health problems.  
Other results (Yin Xu, 2008; Siguroardottir, 2004), however, indicated that the gender of 
diabetic patients did not have any effect on diabetes management. This difference may 
be due to the confounding effect of some variables, such as genetic factors, which could 
affect both gender and diabetes management. Additionally, cultural background, health 
beliefs and religious beliefs are known to influence diabetes care and management 
(Hawthorne et al., 1993).  For instance, type 2 diabetes is four times more prevalent 
among British residents who came from the Indian subcontinent than among their 
Caucasian counterparts, and diabetic British Asians have been found to have poorer 
blood glucose control, awareness of diabetes management, and knowledge of 
complications (Hawthorne et al., 1993). Finally, the data analysis methods influence the 
outcome. For example, Yin Xu (2008) came up with different results when using 
univariate and multivariate analysis techniques, presumably because of a lack of control 
of confounding variables in univariate analysis. 
The present study showed that the education level of diabetic patients was only 
associated with one aspect of diabetes management―confidence in preventing and 
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reducing further health problems. These findings are consistent with those of Rahimian 
(2013) and Siguroardottir (2004), both of which showed that knowledge, physical skills 
and emotional factors as well as self-efficacy influenced self-care and metabolic control. 
Similarly, Munhoz Santos (2013) showed through linear regression analysis that 
diabetes knowledge and resilience reduce the level of blood sugar and assisted diabetes 
management, whereas anxiety and depression were not statistically associated with 
diabetes management (Munhoz Santos, 2013).  
 
7.2.3 Quality of life and anxiety/depression 
The present study found significant gender differences in relation to housework, family, 
pain/discomfort and anxiety/depression. Gender significantly affected some aspects of 
quality of life, such as housework, family, pain/discomfort and anxiety/depression, in 
that males were more likely than females to report problems with housework and 
experience of pain/discomfort while female participants reported more 
anxiety/depression. Similar findings have been reported by other investigators (Tankova, 
2003; Vallis, 2005; Santiprabhob, 2012).  Similarly, Santiprabhob (2012) and Vallis 
(2005) showed that gender affected satisfaction, impact and general quality of life. 
Miksch (2008) also reported gender-specific differences in quality of life of patients 
with diabetes.  
 
In the present study, analysis of quality of life by diabetes education showed significant 
differences between the average scores of males and females in relation to mobility, 
family and leisure activity.  There were also significant differences between the average 
quality of life scores by language spoken at home (English and Arabic) in relation to 
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personal care and work. These results suggest that the difficulties experienced by some 
participants in managing their diabetes are related to language barriers and lack of 
knowledge about the disease, and this may have prevented them from recognising their 
symptoms as potential indicators of diabetes. Low socio-economic status also affected 
diabetes control. Participants with limited language proficiency were particularly 
vulnerable to the challenges posed by inadequate communication.  Similar findings have 
been reported by Carr (2012). Although interpreters are available in the diabetes care 
delivery system, other strategies are recommended to address this issue. These include 
use of community leaders, information brochures in Lebanese, religiously sensitive 
dietary advice, Lebanese doctors and other healthcare professionals, television and radio 
awareness programs in Lebanese (Diabetes Australia, 2007). 
 
As previously noted, there is a paucity of studies on the impact of diabetes and possible 
solutions to this important health problem in the Lebanese community (Kemp et al., 
2005). Despite the lack of detailed information, there are potential strategies to raise 
awareness of diabetes in this community (Britt et al., 2007). For example, Tankova 
(2003) used a case-control study to examine the effect of a 5-day educational program 
for diabetic patients on their quality of life after 1 and 2 years. There was a significant 
increase in overall well-being after 1 (P<0.0001) and 2 years (P<0.001) in the 
experimental group.  This was associated with a reduction in depression and anxiety and 
an increase in positive well-being. 
 
 
 
142 
7.2.4 Qualitative and quantitative data   
The main aim of the qualitative study was to understand how diabetes diagnosis, 
treatment and management are experienced by Lebanese people living in Sydney, 
Australia. It allowed participants to express their feelings and talk about the challenges 
they faced as well providing more information about the complications associated with 
diabetes. The main aim of the quantitative study was to identify factors related to 
diagnosis, treatment and management of diabetes and determine the magnitude of their 
effects on various aspects of life (physical, emotional and social) of the Lebanese people 
living in Sydney, Australia. 
 
Study 1 employed in-depth interviews to explore the experience of diabetes among 
Lebanese people who had been diagnosed with type 2 diabetes more than six months 
prior to the study. The participants were aged 40-55 years. The majority of diabetes 
diagnoses in the general Australian population occur in the age range 40-59 years 
(International diabetes Federation, 2013). Since there are few Lebanese aged over 55 
years, this was taken as the upper limit for eligibility. The study sample, accordingly, 
represents the typical age range for a diagnosis of diabetes in adults. 
 
The majority of these participants were diagnosed with diabetes by accident, largely 
because language barriers and lack of knowledge about the disease prevented them from 
recognising their symptoms as potential indicators of diabetes. They had little 
knowledge about diet, exercise and blood glucose control. Since many study participants 
did not speak English well, and had little or no formal education, they could not fully 
understand the disease and its implications as these were explained to them by their 
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health professionals. Most had been diagnosed between the ages of 40 and 45, although 
a few had been diagnosed in their 30s.  They indicated that the greatest challenges for 
them were eating a healthy diet, engaging in exercise, checking their blood sugar level 
and giving injections.  
 
Two emergent themes related to food and dietary concerns were identified.  For some 
participants, avoiding certain foods or replacing them with those suggested by health 
professionals was difficult because their large family size meant preparing separate 
meals.  For others, the need to avoid certain foods meant that they refrained from 
attending social gatherings with extended family and friends because they were too 
embarrassed to ask for different foods to be prepared and did not want to draw attention 
to themselves. If health professionals were more knowledgeable about commonly used 
foods in Lebanese culture, they would be able to make more appropriate 
recommendations for their patients to reduce the perceived burden on others and help 
them to maintain social ties in a culture where food is often a central feature of social 
interaction.  
 
Study 2 (survey) showed that the majority of participants (86.5%) were born in Lebanon 
and most were male (78.5%). The mean age was 48 years and the majority (92.5%). 
were married. More than a third (35.5%) had no formal education and 54% had year 10-
12 education. Less than half (45%) were employed at the time of the study and more 
than half (52%) had annual incomes in the range $20,001-$40,000.  
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The qualitative study showed that diabetes affected Lebanese immigrants’ physical, 
emotional and social health. Participants repeatedly cited the psychological and 
emotional stress they experienced as a result of diabetes and said that this impeded their 
ability to comply with the treatment regime. A substantial majority (80%) reported 
emotional distress due to diabetes, including feelings of depression, shame, anxiety, 
worry and/or fear. Fear was common and a few participants indicated that they felt like 
giving up.  They felt isolated and excluded and reported curtailing their social life for 
fear that people around them might not understand their problem.  They reported that 
they often felt that no one else understood their situation or what it was like to live with 
and try to manage diabetes. They may very well be correct. If a doctor does not ask a 
patient what his or her preferences are regarding diet, exercise and taking or injecting 
medications, the patient will never feel that treatment is specifically tailored to his/her 
needs and will continue to believe that the doctor simply does not understand or care. 
 
In relation to emotional wellbeing and life stress, the survey showed no significant 
association between mean depression and age, employment status, or duration of 
residence in Australia. However there was a significant difference between the mean 
depression scores for women and men, with women more likely than men to be 
depressed.  
In relation to management of diabetes, the middle age group were significantly better 
than younger and older age groups at preventing problems associated with diabetes and 
reducing further health problems. Better educated participants were significantly more 
confident than those with less education in preventing and reducing further health 
problems associated with diabetes. Gender was also an important influencing factor, 
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with males more likely than females to understand their roles and responsibilities and 
feel confident in preventing and reducing further complications. Women were more 
likely to understand the recommended health regime and to adopt new behaviour. 
 
In relation to self-care, more than half of the survey participants followed the 
recommended diet one day per week and 13% followed it 6-7 times per week. Self-care 
was not significantly associated with gender, language, diabetes education or age. 
 
In relation to quality of life, over a third (34.5%) of the survey participants reported 
impaired mobility, nearly half (48.5%) struggled with personal care and hygiene issues 
and 74% experienced difficulties at work. There was a significant gender difference in 
relation to housework, family, pain/discomfort and anxiety/ depression. Males 
experienced more difficulty with mobility, pain/discomfort and leisure activity while 
females experienced more anxiety/depression. Males who had received diabetes 
education reported significantly fewer problems with family and leisure activities than 
their female counterparts. Males who speak Arabic were significantly less likely than 
their female counterparts to report problems with personal care.   
 
7.3 Limitations of the Study and future research 
The present study is based on diabetic patients from a selected migrant group, Lebanese 
community in Sydney, therefore, findings cannot be generalised to other ethnic groups. 
The present investigation was a cross-sectional study. There are a number of strategies 
available to strengthen and build on these findings. For example, case-control studies 
could be used to address the temporal relationship between exposure and outcome and 
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examine the relationship between them. In addition, important variables associated with 
the management of blood sugar and diabetes in long-term care, such as hemoglobin A1c, 
should be examined to provide a more accurate picture of the quality of diabetes care. 
This could also be addressed through a longitudinal study design in which patients are 
followed from the time of initial diagnosis. Future research should also use larger 
samples and include different groups of patients for comparison purposes. Finally, it is 
recommended that future studies use advanced statistical methods such as multiple linear 
regression for data analysis to control the confounding effect of covariates. 
 
Clearly, the findings from this study cannot be generalised to other ethnic groups.  
However, they suggested areas of relevance that should be further investigated among a 
larger sample from the Lebanese community and other ethnic groups to enhance 
understanding of barriers to self-management of diabetes and the impact of the disease 
on these communities. The findings should also be compared with those from studies of 
socioeconomically comparable groups of Anglo Australians.  
 
The results of the present study indicate that sociodemographic factors such as age, 
gender, language and diabetes education (knowledge) have a limited impact on diabetes 
self-care. Accordingly, optimal care of patients would benefit from research that 
includes other factors such as hemoglobin A1C.  
 
Because there was little variability among study participants, it was not appropriate to 
employ multivariate analysis. Further research with a larger, more heterogeneous sample 
may provide a better understanding of variation in diabetes management and 
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confounding factor. It is possible that the scales were not culturally appropriate for some 
survey participants. Undocumented immigrants may underreport health practices or 
conditions and are often hesitant to provide information or utilise health services. 
Additionally, some participants may have given socially acceptable responses. Because 
the survey data were based on self-report and recall, they may not accurately reflect the 
timing and frequency of diabetes self-care behaviour since respondents may have over- 
or under-estimated aspects of their routine. 
 
7.4 Strengths of the Study 
One important strength of this study was the adoption of a mixed methods research 
design. Both qualitative and quantitative approaches were used to collect and analyse 
data and the results were compared where possible. The qualitative study provided in-
depth information on patients’ experiences, beliefs and practices in relation to diabetes 
diagnosis and management, as well as on the impact of diabetes on their everyday lives. 
The quantitative study identified several factors that were significantly associated with 
self-care and management of diabetes. These were gender, diabetes education and 
language. The quantitative study also explored the association between background 
variables, management of diabetes and quality of life. Thus both studies contributed in 
different ways to better understanding of patients’ self-care, the effects of the disease on 
quality of life and the magnitude of influencing factors. 
 
Another strength of the study was the use of a self-administered questionnaire in Arabic 
that only required the participant to circle the response, thereby minimising the effects of 
poor literacy. The use of a variety of English and Arabic language media to recruit 
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participants increased the likelihood that the study population is representative of the 
Lebanese community in Australia.   
 
7.5 Implications for Research and Practice 
Overall, the findings of this study indicate that demographic variables (gender, diabetes 
education and language) have limited impact on self-care but have a significant impact 
on management and quality of life of diabetic patients. Further research is needed to 
identify factors that contribute to the occurrence and management of this disease, 
particularly amongst the Lebanese community in Sydney, and to examine how it impacts 
on their daily life, work and relationships. 
 
The study’s findings have a number of important implications for professional practice 
and for the health and wellbeing of the Lebanese community in Sydney. First, they 
highlighted key areas of unmet need, particularly in relation to community education on 
the prevention and management of diabetes. In particular, there is a need to develop 
diabetic education programs that are specifically targeted at women and younger age 
groups.  
 
The study has made an important contribution to the knowledge based on diabetes 
management and impact and its findings can be used for comparative analysis in future 
research. The main findings will be disseminated via local surgeries and Lebanese 
newspapers. In this way, participants and other community members will have access to 
information about the factors that affect management and control of diabetes and their 
implications.  
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The findings will also assist health professionals to provide more effective diabetes-
related services to Lebanese people and other ethnic communities. In particular, the 
study has highlighted the value of a person- and family-centered management approach. 
They can also contribute to the preparation of culturally appropriate guidelines for health 
professionals who deal with Lebanese and other immigrant groups. This and other 
studies have shown that people with diabetes may experience considerable anxiety and 
stress as they attempt to manage their disease. Further research is needed to develop an 
effective approach to dealing with the emotional consequences of the disease that 
recognises the role of culture, lifestyle and socio-economic factors in people’s 
management strategies.  
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Appendix 5.1:   Qualitative In-depth Interview 
 
 
 
 
 
 
 
Interview Questionnaire 
 
 
Q1. Please tell us your experience of diabetes. How old were you when you were    
      diagnosed with diabetes.  
 
_____________________________________________________________________
_____________________________________________________________________ 
 
 
Q2. How was your diabetes diagnosed?  
_____________________________________________________________________
_____________________________________________________________________ 
 
 Q3. How has being diagnosed with diabetes affecting your physical health?   
Physical health 
_____________________________________________________________________
_____________________________________________________________________ 
 
How has being diagnosed with diabetes affecting your emotional/mental health?   
Emotional/mental health 
_____________________________________________________________________
_____________________________________________________________________ 
 
Q4. What were the complications and side effects once diagnosed with diabetes? 
 
_____________________________________________________________________
_____________________________________________________________________ 
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Q5.  Have you been involved in designing a treatment or care plan for managing   
        your diabetes.  Please describe. 
 
_____________________________________________________________________
_____________________________________________________________________ 
 
Q6.  Have your diabetes medical advisors discussed any treatment options with  
       you? 
       If so, what were these alternative treatments? 
 
_____________________________________________________________________
_____________________________________________________________________ 
 
Q7.  What do you find most difficult about your diabetes? 
 
󲐀 Healthy diet 
󲐀 Exercising 
󲐀 Doing injections 
󲐀 Testing glucose levels 
󲐀 I don’t find anything difficult  
󲐀 Other, please specify ______________ 
 
Q8.  Why do you find it so difficult? 
 
_____________________________________________________________________ 
 
Q9.  Do you feel different than other people because of diabetes? 
 
_____________________________________________________________________
_____________________________________________________________________ 
 
 
Q10.  How has diabetes had an impact on your quality of life and well-being?   
          How has your life changed since being diagnosed with diabetes? 
_____________________________________________________________________
_____________________________________________________________________ 
 
Q11.  Discuss how diabetes impacting on your: 
 
Economic life_________________________________________________________ 
Family life_____________________________________________________________ 
Social life 
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Appendix 5.2:    Qualitative Participant Information Statement 
 
 
Impact of Diabetes among the Lebanese Community in Sydney  
 
PARTICIPANT INFORMATION STATEMENT 
 
(1) What is the study about?  
 
This research is being undertaken to assess the prevalence of Diabetes amongst the 
Lebanese community is Sydney and how diabetes impacts on their personal, family and 
social life as well as to determine to what extent the modern day life style has contributed 
towards their diabetes. Last, we will explore how participants manage their diabetes.  
 
(2) Who is carrying out the study? 
 
The study is being conducted by Wissam Mustapha a Research higher degree student and 
will form the basis for the degree of Master of Applied Science at The University of Sydney 
under the supervision of Dr. Zakia Hossain, Senior Lecturer. 
 
(3) What does the study involve? 
 
You are invited to be involved in the in-depth interview to discuss issues related to your 
diabetes, its management and control. The in-depth interview will be held at your preferred 
place and will take approximately 50 minutes. 
 
(4) How much time will the study take? 
 
 The interview questionnaire will take between 30min-1hr to complete 
 
(5) Can I withdraw from the study? 
 
Being in this study is completely voluntary - you are not under any obligation to consent and - 
if you do consent - you can withdraw at any time without affecting your relationship with The 
University of Sydney. 
 
 
 
 
Discipline of Behavioural and 
Social Sciences in Health 
Faculty of Health sciences 
  
  ABN 15 211 513 464  
  Dr Syeda Zakia Hossain  
 Senior lecturer 
Room G209 
C42 - Cumberland Campus 
The University of Sydney 
Lidcombe 
NSW 2141 Australia 
Telephone:   +61 2 9351 9340 
Facsimile:  +61 2 9351 9540 
Email: 
zakia.hossain@sydney.edu.au 
Web: http://www.fhs.usyd.edu.au/ 
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You may stop the interview at any time if you do not wish to continue, the audio recording will 
be erased and the information provided will not be included in the study. 
 
If you take part in a focus group and wish to withdraw, as this is a focus group it will not be 
possible to exclude individual data once the session has commenced. 
 
 
(6) Will anyone else know the results? 
 
All aspects of the study, including results, will be strictly confidential and only the researchers 
will have access to information on participants. A report of the study may be submitted for 
publication, but individual participants will not be identifiable in such a report. 
 
(7) Will the study benefit me? 
 
The findings of the study will be able to identify factors leading to better management and 
control of diabetes which in turn will indirectly benefit the participants. The outcomes of this 
study will also help health care providers and policy makers to educated communities similar 
to the study population about diabetes and its management strategies. 
 
(8) Can I tell other people about the study? 
      
           Telling other people about this study is entirely up to the participant. 
 
(9) What if I require further information? 
 
When you have read this information, Wissam Mustapha will discuss it with you further and 
answer any questions you may have.  If you would like to know more at any stage, please 
feel free to contact: 
 
Dr. Zakia Hossain      Wissam Mustapha 
Senior lecturer      Masters Student 
Telephone:  9351 9340    Telephone: 0415 720 267 
Facsimile: 9351 9540          Email: wmus9260@uni.sydney.edu.au 
Email: zakia.hossain@sydney.edu.au 
 
 
(10) What if I have a complaint or concerns? 
 
 
Any person with concerns or complaints about the conduct of a research study can 
contact the Deputy Manager, Human Ethics Administration, University of Sydney on 
+61 2 8627 8176 (Telephone); +61 2 8627 8177 (Facsimile) or 
ro.humanethics@sydney.edu.au (Email). 
 
 
This information sheet is for you to keep 
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 eriannoitseuQ weivretnI
 
  0ﺍﻟﻤﻘﺎﺑﻠﺔ ﺍﻟﺨﺎﺻﺔ ﺑﺎﻹﺳﺘﻄﻼﻉ
 
 
  ﻋﻨﺪﻙ ؟ ﺍﻟﺴﻜﺮﻱ ﻛﻢ ﻛﺎﻥ ﻋﻤﺮﻙ ﻋﻨﺪﻣﺎ ﺗﻢ ﺗﺸﺨﻴﺺ. ﻥ ﺗﺨﺒﺮﻧﻲ ﻋﻦ ﺧﺒﺮﺗﻚ ﻣﻊ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱﺃﺭﺟﻮ ﺃ . 1ﺱ 
_____________________________________________________
_____________________________________________________
  ____________________________________________________
 
  ﻛﻴﻒ ﺗﻢ ﺗﺸﺨﻴﺺ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪﻙ ؟.  2ﺱ 
_____________________________________________________
 _____________________________________________________
  
  ﻛﻴﻒ ﺃﺛﺮ ﺗﺸﺨﻴﺺ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪﻙ ﻋﻠﻰ ﺻﺤﺘﻚ ؟ . 3ﺱ 
 ﺻﺤﺘﻚ ﺍﻟﺒﺪﻧﻴﺔ
_____________________________________________________
 _____________________________________________________
 
  ﻛﻴﻒ ﺃﺛﺮ ﺗﺸﺨﻴﺺ ﺍﻟﺴﻜﺮﻱ ﻋﻠﻰ ﺻﺤﺘﻚ ﺍﻟﻌﻘﻠﻴﺔ ﻭﺍﻟﻌﺎﻁﻔﻴﺔ ؟.  4ﺱ 
_____________________________________________________
 _____________________________________________________
 
  ﻭﺍﻷﻋﺮﺍﺽ ﺍﻟﺠﺎﻧﺒﻴﺔ ﺍﻟﺘﻲ ﺗﻌﺎﻧﻲ ﻣﻨﻬﺎ ﺑﻌﺪ ﺗﺸﺨﻴﺺ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪﻙ ؟ ﻣﺎ ﻫﻲ ﺍﻟﻤﻀﺎﻋﻔﺎﺕ  . 5ﺱ 
_____________________________________________________
 _____________________________________________________
 
  ﺭﻋﺎﻳﺔ ﻟﻠﺘﺤﻜﻢ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪﻙ ﻫﻞ ﺷﺎﺭﻛﺖ ﻓﻲ ﺧﻄﺔ ﻋﻼﺝ ﺃﻭ ﺑﺮﻧﺎﻣﺞ.  
_____________________________________________________
_____________________________________________________
 _____________________________________________________
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  ﻫﻞ ﻧﺎﻗﺶ ﺍﻟﺸﺨﺺ ﺍﻟﺬﻱ ﻳﻘﺪﻡ ﻟﻚ ﺍﻟﻤﺸﻮﺭﺓ ﺍﻟﺼﺤﻴﺔ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺧﻴﺎﺭﺍﺕ ﻋﻼﺝ ﻣﻌﻚ ؟.  6ﺱ 
  ﻱ ﻫﺬﻩ ﺍﻟﻌﻼﺟﺎﺕ ﺍﻟﺒﺪﻳﻠﺔ ؟ﺇﺫﺍ ﻛﺎﻥ ﺍﻟﺠﻮﺍﺏ ﺑﻨﻌﻢ ؛ ﻣﺎ ﻩ        
_____________________________________________________
 _____________________________________________________
  
 
  ﻣﺎ ﻫﻲ ﺃﻛﺜﺮ ﺍﻷﻣﻮﺭ ﺍﻟﺘﻲ ﺗﻮﺍﺟﻬﻬﺎ  ﺻﻌﻮﺑﺔ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ؟.  7 ﺱ
 
  ﻧﻈﺎﻡ ﻏﺬﺍء ﺻﺤﻲ  □
  ﺍﻟﺘﻤﺎﺭﻳﻦ  □
  ﺃﺧﺬ ﺍﻟﺤﻘﻦ  □
  ﺗﻮﻯ ﺍﻟﻐﻠﻮﻏﻮﺯﺍﺧﺘﺒﺎﺭ ﻣﺲ  □
  ﻻ ﺃﺟﺪ ﺃﻱ ﺷﻲء ﺻﻌﺒﺎً   □
  ____________________ﺃﻣﻮﺭ ﺃﺧﺮﻯ ؛ ﺍﻟﺮﺟﺎء ﺫﻛﺮﻫﺎ   □
 
 
  ﻟﻤﺎﺫﺍ ﺗﺠﺪﻫﺎ ﺻﻌﺒﺔ ﻟﻬﺬﻩ ﺍﻟﺪﺭﺟﺔ ؟.   8ﺱ 
_____________________________________________________________
 _____________________________________________________________
 
  ﻝ ﺗﺸﻌﺮ ﺑﺄﻧﻚ ﺗﺨﺘﻠﻒ ﻋﻦ ﺍﻵﺧﺮﻳﻦ ﺑﺴﺒﺐ ﺍﻟﺴﻜﺮﻱ ؟ﻩ.  9ﺱ 
_____________________________________________________
 _____________________________________________________
 
  ﻛﻴﻒ ﺃﺛﺮ ﺍﻟﺴﻜﺮﻱ ﻋﻠﻰ ﻧﻮﻋﻴﺔ ﺣﻴﺎﺗﻚ ﻭﺭﻓﺎﻫﻚ ؟.  01 ﺱ
  ﻛﻴﻒ ﺗﻐﻴﺮﺕ ﺣﻴﺎﺗﻚ ﺑﻌﺪ ﺗﺸﺨﻴﺺ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪﻙ ؟          
_____________________________________________________
 _____________________________________________________
 
  :ﺇﺷﺮﺡ ﻛﻴﻒ ﺃﺛﺮ ﺍﻟﺴﻜﺮﻱ ﻋﻠﻰ .   11ﺱ 
 
 ﻭﺿﻌﻚ ﺍﻹﻗﺘﺼﺎﺩﻱ
_____________________________________________________________
  _____________________________________________________________
 
 ﺣﻴﺎﺗﻚ ﺍﻟﻌﺎﺋﻠﻴﺔ
_____________________________________________________________
 _____________________________________________________________
 
 ﺣﻴﺎﺗﻚ ﺍﻹﺟﺘﻤﺎﻋﻴﺔ
_____________________________________________________________
_____________________________________________________________
 _____________________________________________________________
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  ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻓﻲ ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲ ﺗﺄﺛﻴﺮ
 
 ﺑﻴﺎﻥ ﻣﻌﻠﻮﻣﺎﺕ ﻟﻠﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ
 
  ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟ ﻣﺎ ﻫﻮ ﻣﻮﺿﻮﻉ(    1)     
 
ﻣﺪﻯ ﺍﻧﺘﺸﺎﺭ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺑﻴﻦ ﺃﺑﻨﺎء ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲ ﻭﻛﻴﻒ ﻳﺆﺛﺮ ﻫﺬﺍ ﺍﻟﻤﺮﺽ ﻋﻠﻰ ﺑﺤﺚ ﻟﻤﻌﺮﻓﺔ ﻳﺠﺮﻱ ﺍﻟﻘﻴﺎﻡ ﺑﻬﺬﺍ ﺍﻝ
ﺣﻴﺎﺗﻬﻢ ﺍﻟﺸﺨﺼﻴﺔ ﻭﺍﻟﻌﺎﺋﻠﻴﺔ ﻭﺍﻹﺟﺘﻤﺎﻋﻴﺔ ؛ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺗﺤﺪﻳﺪ ﺍﻟﺪﺭﺟﺔ ﺍﻟﺘﻲ ﻳﺴﺎﻫﻢ ﻓﻴﻬﺎ ﻧﻤﻂ ﺣﻴﺎﺗﻨﺎ ﺍﻟﻤﻌﺎﺻﺮﺓ ﻓﻲ ﻅﻬﻮﺭ ﻣﺮﺽ 
ﻭﻡ ﺑﺎﺳﺘﻜﺸﺎﻑ ﺍﻟﻮﺳﺎﺋﻞ ﺍﻟﺘﻲ ﻳﺘﺤﻜﻢ ﺑﻮﺍﺳﻄﺘﻬﺎ ﺍﻟﻤﺸﺎﺭﻛﻮﻥ ﺑﻤﺮﺽ ﺳﻨﻖ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺫﻟﻚ ؛ ﺍﻟﺴﻜﺮﻱ ﻋﻨﺪ ﻫﺆﻻء ﺍﻷﺷﺨﺎﺹ ؛
  .ﺍﻟﺴﻜﺮﻱ 
 
  ﻣﻦ ﻳﻘﻮﻡ ﺑﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(     2)  
 
ﻳﻘﻮﻡ ﺑﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ  ﻭﺳﺎﻡ ﻣﺼﻄﻔﻰ ﻭﻫﻮ ﻁﺎﻟﺐ ﺃﺑﺤﺎﺙ ﺩﺭﺍﺳﺎﺕ ﻋﻠﻴﺎ ﻭﺳﺘﺸﻜﻞ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻷﺳﺎﺱ ﻟﺪﺭﺟﺔ ﺍﻟﺪﻛﺘﻮﺭﺍﺓ  ﻓﻲ ﺍﻟﻌﻠﻮﻡ 
  ﺣﺴﻴﻦ  ﻭﺍﻟﻤﺤﺎﺿﺮﺓ ﺍﻟﺠﺎﻣﻌﻴﺔ ﺍﻟﺪﻛﺘﻮﺭﺓ ﻛﺎﻳﺖ ﺃﻭﻟﻮﻏﻠﻴﻦ ﺍﻟﺘﻄﺒﻴﻘﻴﺔ ﻣﻦ ﺟﺎﻣﻌﺔ ﺳﻴﺪﻧﻲ ﺑﺈﺷﺮﺍﻑ ﺍﻟﺪﻛﺘﻮﺭﺓ ﺯﺍﻛﻴﺎ 
 
  ﻣﺎﺫﺍ ﺗﺸﻤﻞ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(    3)  
 
ﻭﺳﻴﺘﻢ . ﻭﻭﺳﺎﺋﻞ ﺍﻟﺘﺤﻜﻢ ﺑﻪ ﻭﺍﻟﺴﻴﻄﺮﺓ ﻋﻠﻴﻪ  ﺑﺎﻟﺴﻜﺮﻱ ﻋﻤﻘﺔ ﻟﻤﻨﺎﻗﺸﺔ ﺍﻣﻮﺭ ﺗﺘﻌﻠﻖ ﺑﺈﺻﺎﺑﺘﻚﻓﻲ ﻣﻘﺎﺑﻠﺔ ﻡ  ﻹﻧﺨﺮﺍﻁﺃﻧﺖ ﻣﺪﻋﻮ ﻝ  
  .ﻗﺎﺑﻠﺔ ﺣﻮﺍﻟﻲ ﺧﻤﺴﻴﻦ ﺩﻗﻴﻘﺔ ﻭﺗﺴﺘﻐﺮﻕ ﻫﺬﻩ ﺍﻟﻢ ﺍﻟﻤﻌﻤﻘﺔ ﻓﻲ ﺍﻟﻤﻜﺎﻥ ﺍﻟﻤﻔﻀﻞ ﻟﻚ ؛ ﺇﺟﺮﺍء ﺍﻟﻤﻘﺎﺑﻠﺔ 
 
  ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟ ﺳﺘﻐﺮﻗﻪﺍﻟﺬﻱ ﺕﻣﺎ ﻫﻮ ﺍﻟﻮﻗﺖ   (  4)   
 
  .ﺩﻗﻴﻘﺔ ﺇﻟﻰ ﺳﺎﻋﺔ  06 – 03ﺗﺤﺘﺎﺝ ﺍﻟﻤﻘﺎﺑﻠﺔ ﻹﺟﺮﺍء ﺍﻹﺳﺘﺒﻴﺎﻥ ﻣﻦ  
 
  ﻫﻞ ﻳﻤﻜﻨﻨﻲ ﺍﻹﻧﺴﺤﺎﺏ ﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(    5)   
 
ﻭﺇﺫﺍ ﻭﺍﻓﻘﺖ ﺑﺈﻣﻜﺎﻧﻚ ﺃﻥ ﺗﻨﺴﺤﺐ ﻓﻲ ﺃﻱ ﻭﻗﺖ  –ﻟﻴﺲ ﻫﻨﺎﻙ ﻣﺎ ﻳﺠﺒﺮﻙ ﻋﻠﻰ ﺍﻟﻤﻮﺍﻓﻘﺔ  ﻣﺸﺎﺭﻛﺘﻚ ﺑﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻁﻮﻋﻴﺔ ﺑﺎﻟﻜﺎﻣﻞ  - 
  .ﺩﻭﻥ ﺃﻥ ﻳﺆﺛﺮ ﺫﻟﻚ ﻋﻠﻰ ﻋﻼﻗﺘﻚ ﺑﺠﺎﻣﻌﺔ ﺳﻴﺪﻧﻲ 
ﺇﺫﺍ ﻛﻨﺖ ﻻ ﺗﺮﻏﺐ ﻓﻲ ﺍﻹﺳﺘﻤﺮﺍﺭﻓﻴﻬﺎ  ﻭﻳﻤﺤﻰ ﺍﻟﺘﺴﺠﻴﻞ ﻭﻟﻦ ﺗﻜﻮﻥ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ . ﺑﺈﻣﻜﺎﻧﻚ ﺍﻟﺘﻮﻗﻒ ﻋﻦ ﺇﺟﺮﺍء ﺍﻟﻤﻘﺎﺑﻠﺔ ﻓﻲ ﺃﻱ ﻭﻗﺖ  
  .ﺍﻟﺘﻲ ﻗﺪﻣﺘﻬﺎ ﻣﺸﻤﻮﻟﺔ ﻓﻲ ﺍﻟﺪﺭﺍﺳﺔ 
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ﻭﺭﻏﺒﺖ ﻓﻲ ﺍﻹﻧﺴﺤﺎﺏ ﻓﺈﻧﻪ ﻟﻦ ﻳﻜﻮﻥ ﻣﻤﻜﻨﺎ ًﺍﺳﺘﺜﻨﺎء ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﻔﺮﺩﻳﺔ ﺑﻌﺪ  ﺑﺪء ﺍﻟﺠﻠﺴﺔ ﻷﻥ  ﺇﺫﺍ ﺷﺎﺭﻛﺖ ﻓﻲ ﻣﺠﻤﻮﻋﺔ ﺍﻟﺘﺮﻛﻴﺰ  
 ﻫﺬﻩ ﻣﺠﻤﻮﻋﺔ ﺗﺮﻛﻴﺰ
 
 
  ؟  ﺷﺨﺺ ﺁﺧﺮﻋﻠﻰ ﺍﻟﻨﺘﺎﺋﺞ ﺃﻱ ﻫﻞ ﺳﻴﻄﻠﻊ(   6)     
 
ﻱ ﺗﺨﺺ ﺳﺘﺒﻘﻰ ﺟﻤﻴﻊ ﻧﻮﺍﺣﻲ ﺍﻟﺪﺭﺍﺳﺔ ﺑﻤﺎ ﻓﻴﻬﺎ ﺍﻟﻨﺘﺎﺋﺞ ﺍﻟﺘﻲ ﻳﺘﻢ ﺍﻟﺘﻮﺻﻞ ﺇﻟﻴﻬﺎ  ﺳﺮﻳﺔ ﺑﺸﻜﻞ ﻛﺎﻣﻞ ﻭﻟﻦ ﻳﻄﻠﻊ ﻋﻠﻰ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﺖ
ﻣﻦ ﺍﻟﻤﻤﻜﻦ ﺃﻥ ﻳُﻘﺪﻡ ﺗﻘﺮﻳﺮ ﺣﻮﻝ ﺍﻟﺪﺭﺍﺳﺔ ﻟﻠﻨﺸﺮﺇﻻ ﺃﻧﻪ ﻟﻦ ﻳﺘﻢ ﺗﺤﺪﻳﺪ . ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﺍﻟﺒﺤﺚ ﺳﻮﻯ ﺍﻹﺷﺨﺎﺹ ﺍﻟﺬﻳﻦ ﻳﺠﺮﻭﻥ ﺍﻟﺒﺤﺚ 
  .  ﻫﻮﻳﺔ ﺍﻷﺷﺨﺎﺹ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﻫﺬﺍ ﺍﻟﺘﻘﺮﻳﺮ
 
  ﻫﻞ ﺳﺘﻔﻴﺪﻧﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟            (    7) 
 
ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﺗﺤﺪﻳﺪ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﺘﻲ ﺗﺆﺩﻱ ﺇﻟﻰ ﺇﺩﺍﺭﺓ ﻭﺗﺤﻜﻢ ﺃﻓﻀﻞ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻭﻫﺬﺍ ﺳﺘﻔﻴﺪ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﺘﻲ ﺗﺘﻮﺻﻞ ﺇﻟﻴﻬﺎ ﻫﺬﻩ 
 ﻧﺘﺎﺋﺞ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻣﻘﺪﻣﻲ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻟﺼﺤﻴﺔ ﻭﻭﺍﺿﻌﻲ ﺑﺪﻭﺭﻩ ﺳﻴﻔﻴﺪ ﺑﺸﻜﻞ ﻏﻴﺮ ﻣﺒﺎﺷﺮ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؛ ﻛﻤﺎ ﺳﺘﺴﺎﻋﺪ
  ,ﻭﻭﺳﺎﺋﻞ ﺇﺩﺍﺭﺗﻪ ﻭﺍﻟﺘﺤﻜﻢ ﺑﻪ ﺍﻟﺴﻴﺎﺳﺎﺕ ﻋﻠﻰ ﺗﻮﻋﻴﺔ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﻤﺸﺎﺑﻬﺔ ﻟﻤﺠﺘﻤﻊ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺣﻮﻝ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ 
 
 
  ﻫﻞ ﻳﻤﻜﻨﻨﻲ ﺃﻥ ﺃﺧﺒﺮ ﺍﻷﺷﺨﺎﺹ ﺍﻵﺧﺮﻳﻦ ﻋﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(   8)   
 
  . ﺇﺧﺒﺎﺭ ﺍﻷﺷﺨﺎﺹ ﺍﻵﺧﺮﻳﻦ ﻋﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻣﺮ ﻳﻌﻮﺩ ﻛﻠﻴﺎ ًﻟﻠﻤﺸﺎﺭﻙ  
 
 
  ؟       ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻣﺰﻳﺪ ﻣﻦ ﻣﺎﺫﺍ ﺃﻓﻌﻞ ﺇﺫﺍ ﺍﺣﺘﺠﺖ ﺇﻟﻰ(   9)    
 
ﺇﺫﺍ ﻛﻨﺘﻢ ﺑﺤﺎﺟﺔ ﻟﻠﺤﺼﻮﻝ .ﻁﻔﻰ ﺑﺎﻟﻤﺰﻳﺪ ﻣﻦ ﻣﻨﺎﻗﺸﺘﻬﺎ ﻣﻌﻚ  ﻭﺍﻹﺟﺎﺑﺔ ﻋﻠﻰ ﺃﺳﺌﻠﺘﻚ ﻋﻨﺪﻣﺎ ﺗﻘﺮﺍ ﻫﺬﻩ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺳﻴﻘﻮﻡ  ﻭﺳﺎﻡ ﻣﺺ
  : ﺏ ِ ﻋﻠﻰ ﻣﺰﻳﺪ ﻣﻦ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻓﻲ ﺃﻳﺔ ﻣﺮﺣﻠﺔ ﺍﻟﺮﺟﺎء ﺍﻹﺗﺼﺎﻝ
 
 ahpatsuM massiW
 tnedutS sretsaM
 762 027 5140 :enohpeleT
 ua.uda.yendys.inu@0629sumw :liamE
 
 niassoH aikaZ .rD
 rerutcel roineS
 0439 1539 :enohpeleT
 0459 1539 :elimiscaF
 ua.ude.yendys@niassoh.aikaz :liamE
 
  ؟ ﺫﺍ ﻛﺎﻥ ﻟﺪﻱ ﺷﻜﻮﻯ ﺃﻭ ﺇﻫﺘﻤﺎﻡﺍﺫﺍ ﺃﻓﻌﻞ ﺇﻡ(        01)   
 
  : ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻥ ﻳﺘﺼﻞ ﺏ ِﻝ ﻫﺘﻤﺎﻡ ﺣﻮﻝ ﺇﺟﺮﺍء ﺍﻟﺒﺤﺚﺩﻳﻪ ﺷﻜﻮﻯ ﺃﻭ ﺇﻳﺴﺘﻄﻴﻊ ﺃﻱ ﺷﺨﺺ ﻝ
  )enohpeleT( 6718 7268 2 16 + :no yendyS fo ytisrevinU .noitartsinimda scihtE namuH ,reganaM ytupeD
 )liamE( ua.ude,yedys@scihtenamuh.or ro )elimiscaF( 7718 7268 2 16 +
 
 ﻧﺸﺮﺓ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻫﺬﻩ ﻟﻚ ﻟﺘﺤﺘﻔﻆ ﺑﻬﺎ
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Appendix 5.5:   Quantitative Questionnaire  
 
 
 
 
DIABETES SURVEY 
 
Section A: About You 
 
This section asks questions about you that will allow us to compare results for 
different groups of people. 
 
 
Q1. Are you male or female? 
 
 Male 
 Female 
 
Q2. How old are you? 
 
Age in years  
 
Q3. Which country were you born in? 
 
 Australia 
 Lebanon 
 other (specify)    
 
____________________________  
Q4. If you were not born in Australia, how long have you lived in Australia? 
 
 Years 
 
Q5. What language do you mainly speak at home? 
 
 English 
 Arabic 
 other (specify)    
__________________________ 
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Q6. What is your current marital status? 
 
 Never married 
 Widowed 
 Divorced 
 Separated but not divorced 
 Married (in a registered marriage) 
 De facto (living as married) 
 
Q7. How many adults and children live in your household?  
 Adults  and  Children  
Q8. What is your highest level of education completed? 
 
 No formal educations 
 Year 10 or equivalent (e.g. School Certificate) 
 Year 12 or equivalent (e.g. Higher School Certificate) 
 Certificate/diploma (e.g. Childcare, Technician) 
 Trade/apprenticeship (e.g. Hairdresser, Chef) 
 University Bachelor Degree or higher 
 
Q9. How many years of education have you completed?   
 
_______ Years 
 
 
Q10. Which of the following best describes your current employment status? 
 
 Employed (full-time) 
 Employed (part-time or casual) 
 Home duties or carer 
 Unemployed (but able to work) 
 Retired 
 Permanently ill or unable to work 
 Self-employed 
 Other (please specify) 
 
__________________________________ 
 
 
Q11. Before tax is taken out, which of the following ranges best describes your   
         household’s income from all sources over the last 12 months? 
 
 Less than $20,000 
 $20,000-$40,000 
 $40,001-$60,000 
 $60,001-$80,000 
 $80,001-$100,000 
 $100,001-$120,000 
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 $120,001-$140,000 
 $140,001-$160,000 
 More than $160,000 
 Do not know 
 
 
Q12. What, if any, type of private health insurance do you have? 
 
 Private hospital cover only 
 Extras cover only 
 Both hospital and extras cover 
 I have private health insurance, but I do not know the level of cover 
 I do not have private health insurance 
 
 
Q13. Please estimate your ‘out-of-pocket’ costs in relation to managing your diabetes  
        for the following types of health services, medications, and equipment over the last  
       12 months. 
(‘out-of-pocket’ means after receiving private health insurance, Medicare, concession 
card, and other rebates) 
 
Prescription medications     $, 
Doctors Appointments      $, 
Hospital costs                     $, 
Medical supplies      $, 
(e.g. blood testing strips and related equipment) 
Medical aids (e.g. wheelchair, walking aids)                  $, 
Other health related costs     $, 
          (write “0” if 
none) 
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SECTION B. Your General Health and diabetes 
 
This section asks questions about your general health and some specific 
questions about your diabetes. The term ‘medical team’ refers to any medical 
professional involved in your care (GP, specialists, and diabetes nurse 
educators). 
 
Q1. In general would you say your health is: 
 
 Excellent 
 Very Good 
 Good 
 Fair 
 Poor 
 
Q2. What type of diabetes do you have? 
 
Type 2 non-insulin requiring 
Type 2 insulin requiring 
Type 1 
Do not know 
 
Q3. Do any family members have diabetes? 
 
 No (go to Q4) 
 Yes, Who ____________________ 
 
 
Q4. How old were you when you were first told that you have diabetes? 
     
 years old 
 
Q5. Have you ever had diabetes education? 
 
 No (go to Q6) 
 Yes Where? ___________________ When? ____________________  
 
 
Q6. What treatments has your medical team recommended for your diabetes? 
       (Cross as many as apply) 
 
 Tablets or capsules 
 Insulin injections or pump 
 Regular exercise 
 Healthy diet (e.g. low fat, low sugar, high fibre, low carbohydrate, etc.) 
 Other treatment (please specify)   _______________________ 
 No Treatment 
Q7. In the last month, approximately how many times have you experienced the          
       symptoms of hypoglycaemia? 
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(Symptoms of hypoglycaemia include: excessive hunger, nervousness/shakiness, pale skin, 
sudden moodiness or behaviour changes, dizziness, confusion, sweating, weakness, and 
fainting or seizures). 
 
 times (write “0” if none). 
 
 
Q8. Have you ever been diagnosed with any of the following complications? 
      (Tick as many as apply) 
 
 Problems with your eyes (e.g. retinopathy, cataracts, glaucoma) 
 Kidney disease 
 Nerve damage or neuropathy 
 Heart Disease (e.g. angina, heart attack) 
 Stroke or TIA/mini-stroke 
 Difficulty getting or sustaining an erection 
 Poor circulation to the feet or legs 
 Foot ulcers 
 Gangrene and/or amputation 
 None of the above 
 
 
Q9. Have you ever been told by a doctor or nurse that you have any of the following     
       conditions? 
(Tick all that apply, indicate if you are currently being treated or experiencing 
symptoms, and write the age you were when you were first diagnosed.) 
 
            
 
Asthma           
Chronic obstructive pulmonary disease (COPD),  
Chronic bronchitis or emphysema                  
Kidney disease or renal disease        
Angina, heart disease, a heart attack, an       
irregular heart rhythm, missed heart beats, or 
a blocked artery in the heart       
Stroke or TIA (“mini-stroke”)         
Arthritis           
(including osteoarthritis, rheumatoid arthritis)      
Hypertension (High Blood Pressure)        
Osteoporosis           
Lung cancer           
Malignant melanoma          
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Prostate cancer          
Breast cancer           
Other type of cancer (malignancy)        
Alzheimer’s Disease          
Dementia           
Schizophrenia or psychosis         
Depression           
Bipolar disorder/manic-depression        
Anxiety disorder or Nervous Disorder (e.g. panic      
disorder or post traumatic stress disorder)     
Substance use disorder (abuse of or        
dependence on alcohol or other drugs) 
 
Q10. Please list all of the medications you are currently prescribed for your diabetes  
        and any other health conditions. 
 
Name Strength Dose Frequency 
Example 
Atorvastatin 
 
40mg 
 
1 tablet 
 
At night 
    
    
    
 
 
 
Q11. Do you use any of the following mobility aids to get around? 
      (Tick as many as apply) 
 
 I do not use any mobility aids 
 Walking stick 
 Walking frame 
 Wheelchair 
 Electric Scooter 
 Other aids 
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SECTION C. Health and Lifestyle 
 
This section asks about aspects of your lifestyle that might impact on your 
health. 
 
EATING HABITS 
 
Q1. How many serves of fruit do you usually eat each day? 
      (This does NOT include fruit juices. For dried fruit, consider the equivalent amount 
of reconstituted fruit) 
 
 None           1 serve of fruit is equal to: 
 Less than one serve a day  
 1 serve 
 2 serves 
 3 serves 
 4 serves 
 5 serves 
 6 or more serves                                              
 
Q2. Now thinking about vegetables, including fresh, dried, frozen and tinned   
      vegetables. 
      How many serves of vegetables do you usually eat each day? 
      (Also includes legumes such as beans, baked beans, and lentils. Vegetable   
      juices are NOT included) 
 
 None 
 Less than one serve a day   1 serve of vegetables is equal to: 
 1 serve  
 2 serves 
 3 serves 
 4 serves 
 5 serves 
 6 or more serves 
Q3. How often do you eat fish?  
  
 Never 
 Less than once a week 
 Once or twice a week 
 Three to five times a week 
 Six or more times a week 
 
Q4. How often do you add salt to your food after it is cooked? 
 
 Never  
 Rarely 
 Sometimes 
 Most of the time 
 Always 
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Q5. How often do you eat out?  
 Never 
 Less than once a week 
 Once or twice a week 
 Three to five times a week 
 Six or more times a week 
 
Q6. Have you made any changes in your diet recently? 
 No (go to Q7) 
 Yes 
 
If yes, what were the changes? 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
SMOKING 
 
Q7. Do you currently smoke cigarettes or any tobacco products? 
 
 No (go to Q9) 
 Yes 
 
If yes, how often do you smoke? 
 
 Daily   
 At least weekly (but not daily) 
 Less often than weekly 
 
At what age did you first start smoking? 
 
years old 
 
 
ALCOHOL 
 
Q8. How often do you usually drink alcohol? 
 
 I don’t drink alcohol (go to Q10) 
 Less than once a week 
 1 day per week  
 2-3 days per week 
 4-5 days per week 
 6 days per week 
 Everyday 
On a day when you drink alcohol how many “standard” drinks do you usually   
have?  
(A standard drink is any drink containing 10 grams of alcohol) 
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 Standard drinks 
 
Please look at the diagram below. The diagram shows common alcoholic beverages. 
The number in bold shows how many ‘standard drinks’ each beverage contains. 
 
What age did you start drinking Alcohol? 
 
 Years 
 
 
HEIGHT AND WEIGHT 
 
Q9. How much do you weigh? 
 
Kilograms 
 
Q10. How tall are you? 
 
Centimetres 
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EXERCISE 
 
11. Has your doctor advised you to limit exercise?  
 
 No 
 Yes 
 
12. Do you exercise on a regular basis?  
 
 No 
 Yes 
 
13. How many times a week do you exercise? 
 
 I don’t exercise (go to Section D) 
 Less than once a week 
 Once or twice a week 
 Three to five times a week 
 Six or more times a week/Daily 
 
How long is each session 
 
 minutes 
 
 
 
 
SECTION D. Quality of Life 
 
This section asks questions about how you judge your current quality of life, 
from several different perspectives. 
 
By placing a tick one box in each group below, please indicate which statement 
best describes your own health state today. 
 
 
Q1. Mobility 
 
 I have no problems in walking around 
 I have some problems walking around 
 I am confined to bed  
 
 
 
Q2. Personal Care 
 I have no problems with personal care 
 I have some problems washing or dressing myself 
 I am unable to wash or dress myself 
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Q3. Usual Activities 
 
Work 
 I have no problems with performing my usual activities 
 I have some problems with performing my usual activities 
 I am unable to perform my usual activities 
 
Study 
 I have no problems with performing my usual activities 
 I have some problems with performing my usual activities 
 I am unable to perform my usual activities 
 
Housework 
 I have no problems with performing my usual activities 
 I have some problems with performing my usual activities 
 I am unable to perform my usual activities 
 
Family 
 I have no problems with performing my usual activities 
 I have some problems with performing my usual activities 
 I am unable to perform my usual activities 
 
Leisure activities 
 I have no problems with performing my usual activities 
 I have some problems with performing my usual activities 
 I am unable to perform my usual activities 
 
Q4. Pain/discomfort 
 I have no pain or discomfort 
 I have moderate pain or discomfort 
 I have extreme pain or discomfort 
 
Q5. Anxiety/depression 
 I am not anxious or depressed 
 I am moderately anxious or depressed 
 I am extremely anxious or depressed 
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SECTION E. Managing your health 
 
This section asks questions about your experiences with managing your own 
health. 
 
 
Q1. Below are some statements that people sometimes make when they talk about 
their health. Please indicate () how much you agree or disagree with each statement 
as it applies to you personally. 
 
Your answers should be what is true for you and not just what you think the doctor wants you to 
say. 
 
 Agree Disagree 
strongly 
disagree Agree 
Strongly 
N/A 
When all is said and done I am the person 
who is responsible for taking care of my 
health. 
     
Taking an active role in my own health care 
is the most important thing that affects my 
health. 
     
I am confident I can help prevent or reduce 
problems associated with my health. 
     
I know what each of my prescribed 
medications do. 
     
I am confident that I can tell whether I need 
to go to the doctor or whether I can take 
care of a health problem myself. 
     
I am confident that I can tell a doctor 
concerns I have even when he or she does 
not ask. 
     
I am confident that I can follow through on 
medical treatments I may need to do at 
home 
     
I understand my health problems and what 
causes them. 
     
I know what treatments are available for my 
health problems. 
     
I have been able to maintain (keep up with) 
lifestyle changes, like eating right or 
exercising. 
     
I know how to prevent problems with my 
health. 
     
I am confident I can figure out solutions 
when new problems arise with my health. 
     
I am confident that I can maintain lifestyle 
changes, like eating right and exercising, 
even during times of stress. 
     
 
Insignia Health. “Patient Activation Measure; Copyright © 2003-2005, University of Oregon. All Rights 
reserved. 
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Q2. From which of the following sources have you sought information about your        
       diabetes in the last 12 months? (Tick as many as apply) 
 
 Health professionals (eg. GP, specialist, nurse educator) 
 Emergency department or ambulance service 
 Pharmacist 
 Diabetes Australia 
 Other consumer health organisation (e.g. Kidney Support Network; Heart    
    Foundation) 
 Support group 
 Internet 
 Library 
 Friends and relatives 
 Other (please specify) 
_______________________________________________ 
 
 
 
The questions below ask about specific diabetes self-care practices. 
Please feel free to be open in your responses. 
 
Q3. Approximately how many days per week has your medical team recommended you    
       test your blood sugar levels? (Tick 0 if this has not been recommended) 
         0          1        2      3      4      5             6           7 
                                                                                                           
 
      On how many of the last seven days did you actually test your blood sugar? 
         0        1           2      3      4      5      6      7 
                                                                                                             
 
 
Q4. Has your medical team recommended that you follow a specific type of diet? 
 
 Yes 
 No - go to question 5 
 
 
       On how many days did you completely follow the recommended diet? 
         0          1       2      3      4      5      6      7 
                                                                                                              
 
 
Q5. Has your medical team recommended that you take diabetes medications every   
      day? 
 
 Yes 
 No - go to section F 
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On how many of the last seven days did you take your diabetes medications exactly as 
recommended by your medical team? 
         0             1       2      3      4      5      6      7 
                                                                                                            
 
Q6. How difficult is it for you to use medication/insulin regularly?  
 
                                                                                                            
               Extremely                  Very                moderately              Less                  Not at all 
                 difficult                   difficult                difficult                 difficult                  difficult 
 
 
If any difficulties what are they? 
_____________________________________________________________________
_____________________________________________________________________ 
  
 
Section F: Emotional Wellbeing and Life Stress 
 
This section asks questions about your emotional well being and the stresses 
you have faced recently. 
 
Q1. Below is a list of the ways you might have felt or behaved. Please indicate () how   
      often you have felt this way during the past week. 
 
                                                                                             
           Rarely or     Some or    ocassio-       Most or  
                                                                                                                        none of       little of       nally or a      all of   
                                                                                                                       the time      the time    moderate     the time  
                                                                                                                     (less than    (1-2 day)   amount          (5-7  
                                                                                                                       1 day)                         of time         days) 
                                                                                                                                                         (3-4 days) 
I was bothered by things that usually don’t bother me.                                        
I did not feel like eating; my appetite was poor.                                 
I felt that I could not shake off the blues even with help                                
from my family or friends. 
I felt I was just as good as other people.                                               
I had trouble keeping my mind on what I was doing.          
I felt depressed.                                    
I felt that everything I did was an effort.                                 
I felt hopeful about the future.                                  
I thought my life had been a failure.                                  
I felt fearful.                                     
My sleep was restless.                                   
I was happy.                                     
I talked less than usual.                                   
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I felt lonely.                                     
People were unfriendly.                                   
I enjoyed life.                                     
I had crying spells.                                    
I felt sad.                                     
I felt that people dislike me.                                   
I could not get “going”.                                   
 
Q2. How much have the following areas of your life been causing you stress during the 
       last month? 
 
          caused        Caused     Caused        Caused 
                                                                                                                    no or little      some         alot  of        extreme 
                                                                                                                     stress          stress         Stress          stress 
 
Your own health.                                               
Health of family or friends.                                                         
Work or employment.                                                  
Living arrangements(e.g. moving house,                                            
overcrowding, etc.). 
Time pressures (e.g. too much to do, not enough                                              
sleep).   
Money and finances.                                                         
Relationship with spouse/partner.                                            
Relationships with children.                                                        
Relationships with family members or close friends                                           
 
 
Other comments: 
 
Is there anything else you would like to tell us about your experience with 
diabetes, the health care system, or about this survey? 
 
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
 
205 
Appendix 5.6:    Qualitative Participant Information Statement 
 
 
 
Impact of Diabetes among the Lebanese Community in Sydney  
 
PARTICIPANT INFORMATION STATEMENT 
 
(1) What is the study about?  
 
This research is being undertaken to assess the prevalence of Diabetes amongst the 
Lebanese community is Sydney and how diabetes impacts on their personal, family and 
social life as well as to determine to what extent the modern day life style has contributed 
towards their diabetes. Additionally, we will explore how participants manage their diabetes.  
 
(2) Who is carrying out the study? 
 
The study is being conducted by Wissam Mustapha a Research Higher Degree student and 
will form the basis for the Ph.D. in Applied Science at The University of Sydney under the 
supervision of Dr. Zakia Hossain, senior lecturer and Dr Kate O’Loughlin, Senior lecturer. 
 
(3) What does the study involve? 
 
Participation involves completing a questionnaire (30-40 minutes) when you attend the 
GP/diabetic clinic for your appointment.  You can complete the questionnaire either before or 
after your appointment and place it in a collection box in the clinic waiting room.  If you are 
not able to complete it at the time of your appointment you can take the questionnaire away 
with you and return it to the collection box the next time you visit the clinic. 
 
Eligible participants will be provided the survey package including the Participants 
Information sheet, questionnaire, the consent form and self stamped envelope at their 
mailing address. The participants will be asked to complete the questionnaire and returned to 
the Principal investigator.  
 
 
(4) How much time will the study take? 
 
 The survey questionnaire will take between 30-40min to complete.  
 
 
 
 
Discipline of Behavioural and Social 
Sciences in Health 
Faculty of Health sciences 
  
  ABN 15 211 513 464 
 
  Dr Syeda Zakia Hossain  
 Senior lecturer 
Room G209 
C42 - Cumberland Campus 
The University of Sydney 
Lidcombe 
NSW 2141 Australia 
Telephone:   +61 2 9351 9340 
Facsimile:  +61 2 9351 9540 
Email:zakia.hossain@sydney.edu.au 
Web: http://www.fhs.usyd.edu.au/ 
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(5) Can I withdraw from the study? 
Being in this study is completely voluntary - you are not under any obligation to consent and - 
if you do consent - you can withdraw at any time without affecting your relationship with The 
University of Sydney. 
 
Submitting a completed questionnaire is an indication of your consent to participate in the 
study. You can withdraw any time prior to submitting your completed questionnaire. Once 
you have submitted your questionnaire/survey anonymously, your responses cannot be 
withdrawn. 
 
(6) Will anyone else know the results? 
 
All aspects of the study, including results, will be strictly confidential and only the researchers 
will have access to information on participants. A report of the study may be submitted for 
publication, but individual participants will not be identifiable in such a report. 
 
(7) Will the study benefit me? 
 
The findings of the study will identify factors leading to better management and control of 
diabetes which in turn will indirectly benefit the participants. The outcomes of this study will 
also help health care providers and policy makers to educate communities similar to the 
study population about diabetes and management strategies. 
  
(8) Can I tell other people about the study? 
      
          Telling other people about this study is entirely up to the participant. 
 
(9) What if I require further information? 
 
When you have read this information, Wissam Mustapha will discuss it with you further and 
answer any questions you may have.  If you would like to know more at any stage, please 
feel free to contact: 
 
Dr Syeda Zakia Hossain     Wissam Mustapha 
Senior lecturer      PhD Student 
Telephone:  9351 9340    Telephone: 0415 720 267 
Facsimile: 9351 9540            Email:wmus9260@uni.sydney.edu.au 
Email: zakia.hossain@sydney.edu.au                                   
                                                                                                  
 
 
(10) What if I have a complaint or concerns? 
 
 
 
Any person with concerns or complaints about the conduct of a research study can 
contact the Deputy Manager, Human Ethics Administration, University of Sydney on 
+61 2 8627 8176 (Telephone); +61 2 8627 8177 (Facsimile) or 
ro.humanethics@sydney.edu.au (Email). 
 
This information sheet is for you to keep 
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 YEVRUS SETEBAID
 
 ﺇﺳﺘﻄﻼﻉ ﻣﻌﻠﻮﻣﺎﺕ
 
 A noitceS
 
  ﺃﺳﺌﻠﺔ ﺗﺘﻌﻠﻖ ﺑﻚ: ﺍﻟﻘﺴﻢ ﺍ
 
  .ﻳﺸﺘﻤﻞ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻋﻠﻰ ﺃﺳﺌﻠﺔ ﺗﺘﻌﻠﻖ ﺑﻚ ﻭﺗﺴﺎﻋﺪﻧﺎ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﺘﻲ ﺗﻘﺪﻣﻬﺎﻋﻠﻰ ﻣﻘﺎﺭﻧﺔ ﻧﺘﺎﺋﺞ ﺍﻟﻔﺌﺎﺕ ﺍﻟﻤﺨﺘﻠﻔﺔ ﻣﻦ ﺍﻟﻨﺎﺱ 
 
  ﻫﻞ ﺃﻧﺖ ﺫﻛﺮ ﺃﻡ ﺃﻧﺜﻰ ؟.  1ﺱ 
 
  ﺃﻧﺜﻰ  □           
 
  ﻣﺎ ﻫﻮ ﻋﻤﺮﻙ ؟:   2ﺱ 
  ﺳﻨﺔ   □ □       
 
  ﺃﻳﻦ ﻭﻟﺪﺕ ؟  .   3ﺱ 
 
  ﺃﺳﺘﺮﺍﻟﻴﺎ   □           
  ﻟﺒﻨﺎﻥ  □           
  ( ..............................................ﺍﻟﺮﺟﺎء ﺫﻛﺮ ﺫﻟﻚ ﺍﻟﺒﻠﺪ)ﻓﻲ ﺑﻠﺪ ﺁﺧﺮ   □           
 
  ﺇﺫﺍ ﻛﻨﺖ ﻗﺪ ﻭﻟﺪﺕ ﺧﺎﺭﺝ ﺃﺳﺘﺮﺍﻟﻴﺎ ؛ ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺳﻨﻮﺍﺕ ﺇﻗﺎﻣﺘﻚ ﻓﻲ ﺃﺳﺘﺮﺍﻟﻴﺎ ؟.   4ﺱ 
  ﺳﻨﺔ   □ □       
 
  ﺍ ﻫﻲ ﺍﻟﻠﻐﺔ ﺍﻟﺘﻲ ﺗﺴﺘﻌﻤﻠﻬﺎ ﻏﺎﻟﺒﺎ ًﻓﻲ ﺍﻟﺒﻴﺖ ؟ﻡ.   5ﺱ 
                   
  ﺍﻹﻧﻜﻠﻴﺰﻳﺔ   □           
  ﺍﻟﻌﺮﺑﻴﺔ   □           
  ( ......................................................ﺍﻟﺮﺟﺎء ﺫﻛﺮ ﺗﻠﻚ ﺍﻟﻠﻐﺔ)ﻟﻐﺔ ﺃﺧﺮﻯ   □           
 
 
  ﻣﺎ ﻫﻮ ﻭﺿﻌﻚ ﺍﻟﻌﺎﺋﻠﻲ ؟.    6ﺱ 
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  ﺃﻋﺰﺏ    □          
  ﺃﺭﻣﻞ  □          
  ﻣﻄﻠﻖ  □          
  ﻣﻨﻔﺼﻞ ﻭﻏﻴﺮ ﻣﻄﻞ  □          
  ﻣﺘﺰﻭﺝ ﺯﻭﺍﺝ ﺭﺳﻤﻲ ﻭﻣﺴﺠﻞ   □          
  (ﺗﻌﻴﺸﺎﻥ ﻛﺰﻭﺟﻴﻦ)ﻋﻼﻗﺔ ﻣﺴﺎﻛﻨﺔ   □          
 
  ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺍﻟﺒﺎﻟﻐﻴﻦ ﻭﺍﻟﻘﺎﺻﺮﻳﻦ ﻓﻲ ﺑﻴﺘﻚ ؟.  7ﺱ 
  ﺑﺎﻟﻐﻴﻦ      □         
  ﺃﻁﻔﺎﻝ     □      
  
  ﻭ ﺃﻋﻠﻰ ﻣﺴﺘﻮﻯ ﻋﻠﻤﻲ ﻭﺻﻠﺘﻪ ؟ﻣﺎ ﻩ.    8ﺱ 
            
  ﻟﻢ ﺃﺗﻌﻠﻢ ﺃﻱ ﺗﻌﻠﻴﻢ ﺭﺳﻤﻲ   □            
  (ﺍﻟﺸﻬﺎﺩﺓ ﺍﻟﻤﺪﺭﺳﻴﺔ)ﺍﻟﺴﻨﺔ ﺍﻟﻌﺎﺷﺮﺓ ﺍﻟﺜﺎﻧﻮﻳﺔ   □            
  (ﺍﻟﺜﺎﻧﻮﻳﺔ ﺍﻟﻌﺎﻣﺔ)ﺍﻟﺴﻨﺔ ﺍﻟﺜﺎﻧﻴﺔ ﻋﺸﺮﺓ   □            
  (ﻣﺜﻞ ﺩﺑﻠﻮﻡ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻷﻁﻔﺎﻝ ﺃﻭ ﻣﻮﻅﻒ ﺗﻘﻨﻲ) ﺩﺑﻠﻮﻡ   □            
  (ﺣﻼّﻕ ﺃﻭ ﻁﺒﺎﺥ ) ﻣﻬﻨﻲ ﺃﻭ ﻣﺘﺪﺭﺏ   □            
  (ﺑﻜﺎﻟﻮﺭﻳﻮﺱ ﻟﻴﺴﺎﻧﺲ ﻭﻣﺎ ﻓﻮﻕ) ﺷﻬﺎﺩﺓ ﺟﺎﻣﻌﻴﺔ  □            
 
 ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺳﻨﻮﺍﺕ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻟﺘﻲ ﺃﻛﻤﻠﺘﻬﺎ ؟.  9ﺱ 
 ﺳﻨﺔ_____________           
 
  ﻣﺎ ﻫﻮ ﺃﻓﻀﻞ ﻭﺻﻒ ﻟﻮﺿﻌﻚ ﺍﻟﻮﻅﻴﻔﻲ ؟  . 01ﺱ 
 
  (ﺑﺪﻭﺍﻡ ﻛﺎﻣﻞ) ﺗﻌﻤﻞ   □          
  (ﺑﺪﻭﺍﻡ ﺟﺰﺋﻲ ﺃﻭ ﺃﺣﻴﺎﻧﺎً )ﺗﻌﻤﻞ   □          
  ﺃﻋﻤﺎﻝ ﻣﻨﺰﻟﻴﺔ ﺃﻭ ﻣﻘﺪﻡ ﺭﻋﺎﻳﺔ  □          
  ﻣﺘﻘﺎﻋﺪ  □          
  ﺗﻌﺎﻧﻲ ﻣﻦ ﻣﺮﺽ ﻣﺴﺘﺪﻳﻢ ﻭﻻ ﺗﻘﺪﺭ ﻋﻠﻰ ﺍﻟﻌﻤﻞ  □          
  ﺻﺎﺣﺐ ﻋﻤﻞ ﺧﺎﺹ  □          
  ............( ....................................................ﺍﻟﺮﺟﺎء ﺫﻛﺮ ﺫﻟﻚ)ﻏﻴﺮ ﺫﻟﻚ  □          
 
  ﻗﺒﻞ ﺍﻗﺘﻄﺎﻉ ﺿﺮﻳﺒﺔ ﺍﻟﺪﺧﻞ ﺃﻱ ﻣﻦ ﺍﻟﻤﻌﺪﻻﺕ ﺍﻟﺘﺎﻟﻴﺔ ﻳﺼﻒ ﻣﺪﺧﻮﻟﻚ  ﻣﻦ ﺟﻤﻴﻊ ﺍﻟﻤﺼﺎﺩﺭ.    11  ﺱ
  ﺛﻨﻲ ﻋﺸﺮ ﺍﻟﻤﺎﺿﻴﺔ ؟‘ﺧﻼﻝ ﺍﻷﺷﻬﺮ ﺍﻝ               
 
  ﺩﻭﻻﺭ      000,02ﺃﻗﻞ ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً   000,04ﺇﻟﻰ   000,02ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً   000,06ﺇﻟﻰ   000,04ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً   000,08ﺇﻟﻰ   000,06ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً  000,021ﺇﻟﻰ   000,001ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً  000,041ﺇﻟﻰ  000,021ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً   000,061ﺇﻟﻰ  000,041ﻣﻦ   □            
  ﺩﻭﻻﺭﺍً  000,061ﺃﻛﺜﺮ ﻣﻦ   □            
  ﻻ ﺃﻋﺮﻑ  □            
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  ﺇﺫﺍ ﻛﺎﻥ ﻋﻨﺪﻙ ﺿﻤﺎﻥ ﺻﺤﻲ ﺧﺎﺹ ؛ ﻣﺎ ﻫﻮ ﻧﻮﻉ ﻫﺬﺍ ﺍﻟﻀﻤﺎﻥ ؟.  21ﺱ 
  ﺿﻤﺎﻥ ﻳﻐﻄﻲ ﺍﻟﻤﺴﺘﺸﻔﻴﺎﺕ ﺍﻟﺨﺎﺻﺔ ﻓﻘﻂ   □           
  (ﺍﻻﺳﻨﺎﻥ ﻣﺜﻼً ) ﺿﻤﺎﻥ ﻳﻐﻄﻲ ﺍﻟﻌﻼﺟﺎﺕ ﺍﻹﺿﺎﻓﻴﺔ  □           
  ﺿﻤﺎﻥ ﻳﻐﻄﻲ ﺍﻟﻤﺴﺘﺸﻔﻴﺎﺕ ﺍﻟﺨﺎﺻﺔ  ﻭﺍﻟﻌﻼﺟﺎﺕ ﺍﻹﺿﺎﻓﻴﺔ  □           
  ﺩﻱ ﺿﻤﺎﻥ ﺻﺤﻲ ﺧﺎﺹ ﻟﻜﻨﻲ ﻻ ﺃﻋﺮﻑ ﻣﺎ ﻳﻐﻄﻴﻪ ﻋﻦ □           
  ﻟﻴﺲ ﻋﻨﺪﻱ ﺿﻤﺎﻥ ﺻﺤﻲ ﺧﺎﺹ  □           
ﻣﺎ ﻫﻲ ﺑﺘﻘﺪﻳﺮﻙ ﺍﻟﻤﺒﺎﻟﻎ ﺍﻟﺘﻲ ﺻﺮﻓﺘﻬﺎ ﻟﻌﻼﺟﺎﺕ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻟﻸﻧﻮﺍﻉ ﺍﻟﺘﺎﻟﻴﺔ ﻣﻦ ﺍﻟﺨﺪﻣﺎﺕ ﺍﻟﺼﺤﻴﺔ                  .   31ﺱ 
 ﻭﺍﻷﺩﻭﻳﺔ ﻭﺍﻟﻤﻌﺪﺍﺕ  ﺧﻼﻝ ﺍﻹﺛﻨﻲ ﻋﺸﺮ ﺷﻬﺮﺍ ًﺍﻟﻤﺎﺿﻴﺔ 
               ﻟﻎ ﺍﻟﺘﻲ ﺻﺮﻓﺘﻬﺎ ﺗﻌﻨﻲ ﻣﺎ ﺃﻧﻔﻘﺘﻪ ﺑﻌﺪ ﺍﺳﺘﻼﻡ ﻣﺎ ﻳﻌﻴﺪﻩ ﺍﻟﻀﻤﺎﻥ ﺍﻟﺼﺤﻲ ﺍﻟﺨﺎﺹ ﻭ ﺍﻟﻤﻴﺪﻱ ﻛﻴﺮ ﺃﻭ ﺑﻄﺎﻗﺔ ﺍﻟﺘﺨﻔﻴﻀﺎﺕﺍﻟﻤﺒﺎ)             
  (ﺃﻭ ﻣﺒﺎﻟﻎ ﺃﺧﺮﻯ ﺃﻋﻴﺪﺕ ﺇﻟﻴﻚ        
  ﺩﻭﻻﺭ □□□□                       ﺍﻷﺩﻭﻳﺔ ﺑﻮﺻﻔﺔ ﻁﺒﻴﺔ                                             
  ﺩﻭﻻﺭﺍً   □□□□          ﺯﻳﺎﺭﺓ ﺍﻷﻁﺒﺎء                                                                        
  ﺩﻭﻻﺭﺍً  □□□□                                  ﺗﻜﺎﻟﻴﻒ ﺍﻟﻤﺴﺘﺸﻔﻴﺎﺕ                                      
  ﺩﻭﻻﺭ  □□□□   (            ﺫﻟﻚﻗﺼﺎﺻﺎﺕ ﻓﺤﺺ ﺍﻟﺪﻡ ﻭﻣﺴﺘﻠﺰﻣﺎﺕ : ﻣﺜﻞ)ﺍﻟﻠﻮﺍﺯﻡ ﺍﻟﻄﺒﻴﺔ         
  ﺩﻭﻻﺭﺍً   □□□□   (        ﻣﺜﻞ ﺍﻟﻜﺮﺳﻲ ﺍﻟﻤﺘﺤﺮﻙ ﺃﻭ ﻋﺼﺎ ﺍﻟﻤﺸﻲ) ﺍﻟﻤﻌﺪﺍﺕ ﺍﻟﻄﺒﻴﺔ ﺍﻟﻤﺴﺎﻋﺪﺓ      
  ﺩﻭﻻﺭﺍً  □□□□ ﺑﻌﺾ ﺍﻟﺘﻜﺎﻟﻴًﻒ ﺍﻷﺧﺮﻯ ﺍﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﺴﻜﺮﻱ                                            
 
 
 
 
 setebaiD dna htlaeH lareneG ruoY ,B NOITCES
  ﺻﺤﺘﻚ ﺑﺸﻜﻞ ﻋﺎﻡ  ﻭﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ  ﺍﻟﻘﺴﻢ ﺏ -
 
ﻭﻧﻌﻨﻲ ﺑﻌﺒﺎﺭﺓ ﺍﻟﻔﺮﻳﻖ ﺍﻟﻄﺒﻲ ﻛﻞ . ﺃﺳﺌﻠﺔ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﺗﺪﻭﺭ ﺣﻮﻝ ﺻﺤﺘﻚ ﺑﺸﻜﻞ ﻋﺎﻡ ﻭﺑﻌﺾ ﺍﻷﺳﺌﻠﺔ ﺍﻟﺨﺎﺻﺔ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ 
ﻣﺜﻞ ﺃﻁﺒﺎء ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻭﺍﻷﺧﺼﺎﺋﻴﻮﻥ ﻭﺍﻟﻤﻤﺮﺿﻴﻦ ﻭﺍﻟﻤﻤﺮﺿﺎﺕ ﺍﻟﺬﻳﻦ ) ﻋﺎﻣﻞ ﻓﻲ ﺣﻘﻞ ﺍﻟﺼﺤﺔ ﻳﺸﺎﺭﻙ ﻓﻲ ﺍﻟﻌﻨﺎﻳﺔ ﺑﻚ 
  .ﺍﻟﺘﻮﻋﻴﺔ ﺍﻟﺼﺤﻴﺔ ﺍﻟﺨﺎﺻﺔ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻳﻘﻮﻣﻮﻥ ﺏ
 
  :ﺑﺸﻜﻞ ﻋﺎﻡ ﻳﻤﻜﻨﻚ ﺍﻟﻘﻮﻝ ﺑﺄﻥ ﺻﺤﺘﻚ .  1ﺱ 
 
  ﻣﻤﺘﺎﺯﺓ  □        
  ﺟﻴﺪﺓ ﺟﺪﺍً   □        
  ﺟﻴﺪﺓ  □        
  ﻣﺘﻮﺳﻄﺔ □        
  ﻟﻴﺴﺖ ﺑﺎﻟﺠﻴﺪﺓ  □        
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  ﻣﺎ ﻫﻮ ﻧﻮﻉ ﺍﻟﺴﻜﺮﻱ ﺍﻟﺬﻱ ﺗﻌﺎﻧﻲ ﻣﻨﻪ ؟.  2ﺱ  
 
  ﺇﻟﻰ ﺍﻹﻧﺴﻮﻟﻴﻦﺍﻟﻨﻮﻉ ﺍﻟﺜﺎﻧﻲ ﺍﻟﺬﻱ ﻻ ﻳﺤﺘﺎﺝ   □         
  ﺍﻟﻨﻮﻉ ﺍﻟﺜﺎﻧﻲ ﺍﻟﺬﻱ ﻳﺤﺘﺎﺝ ﺇﻟﻰ ﺍﻹﻧﺴﻮﻟﻴﻦ □         
  ﺍﻟﻨﻮﻉ ﺍﻷﻭﻝ □         
  ﻻ ﺃﻋﺮﻑ ﺑﺎﻟﻀﺒﻂ  □         
 
  ﻫﻞ ﻳﻌﺎﻧﻲ ﺃﻱ ﻓﺮﺩ ﻣﻦ ﺍﻓﺮﺍﺩ ﻋﺎﺋﻠﺘﻚ ﻣﻦ ﺍﻟﺴﻜﺮﻱ ؟.  3ﺱ 
 
    ﻧﻌﻢ ؛ ﻣﻦ -----------------   □       
  4ﻛﻼ ؛ ﺍﻧﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺴﺆﺍﻝ ﺭﻗﻢ   □       
 
 
  ﻡ ﻛﺎﻥ ﻋﻤﺮﻙ ﻋﻨﺪﻣﺎ ﺃ ُﺧﺒﺮﺕ ﺑﺄﻧﻚ ﻣﺼﺎﺏ ﺑﺎﻟﺴﻜﺮﻱ ؟ﻙ.   4ﺱ 
  ﻋﺎﻣﺎ  □□
 
  ﻫﻞ ﺣﺼﻠﺖ ﻋﻠﻰ ﺗﻮﻋﻴﺔ ﺑﺨﺼﻮﺹ ﺍﻟﺴﻜﺮﻱ .  5ﺱ 
      
  6ﻛﻞ ؛ ﺇﻧﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺴﺆﺍﻝ ﺭﻗﻢ   □        
  ...........................ﻣﺘﻰ ؟ .............................................. ﻧﻌﻢ ؛ ﺃﻳﻦ ؟  □        
 
 
  ﻭﺳﺎﺋﻞ ﺍﻟﻌﻼﺝ ﺍﻟﺘﻲ ﻧﺼﺤﻚ ﺑﻬﺎ ﻓﺮﻳﻘﻚ ﺍﻟﻄﺒﻲ ﻹﺳﺘﻌﻤﺎﻟﻬﺎ ﻟﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ؟ﻣﺎ ﻫﻲ .   6ﺱ 
 
  ﺣﺒﻮﺏ ﺍﻟﺪﻭﺍء ﺃﻭ ﺍﻟﻜﺒﺴﻮﻻﺕ  □         
  ﺣﻘﻦ ﺍﻹﻧﺴﻮﻟﻴﻦ ﺃﻭ ﺍﻟﻤﻀﺨﺔ  □         
  ﺍﻟﺘﻤﺎﺭﻳﻦ ﺑﺸﻜﻞ ﺩﻭﺭﻱ  □         
  (ﺑﻮﻫﺎﻳﺪﺭﺍﻳﺖﻏﺬﺍء ﻗﻠﻴﻞ ﺍﻟﺪﺳﻢ ﺃﻭ ﻗﻠﻴﻞ ﺍﻟﺴﻜﺮ ﺃﻭ ﻏﻨﻲ ﺑﺎﻷﻟﻴﺎﻑ ﺃﻭ ﻗﻠﻴﻞ ﺍﻟﻜﺎﺭ) ﻧﻄﺎﻡ ﻏﺬﺍء ﺻﺤﻲ   □         
 
  ( ...........................................................ﺍﻟﺮﺟﺎء ﺃﻥ ﺗﻮﺿﺢ ﺫﻟﻚ) ﺃﻱ ﻋﻼﺟﺎﺕ ﺃﺧﺮﻯ  □         
  ﻟﻢ ﻳﻨﺼﺤﻮﻧﻲ ﺑﺄﻱ ﻋﻼﺝ  □         
 
  ﺗﻘﺮﻳﺒﺎ ًﺧﻼﻝ ﺍﻟﺸﻬﺮ ﺍﻟﻤﺎﺿﻲ ﻛﻢ ﻣﺮﺓ ﻋﺎﻧﻴﺖ ﻓﻴﻬﺎ ﻣﻦ ﻧﻘﺺ ﺳﻜﺮ ﺍﻟﺪﻡ ؟.   7ﺱ   
ﺍﻹﺭﺗﺠﺎﻑ ﺃﻭ ﺷﺤﻮﺏ ﺍﻟﺠﻠﺪ ﻭ ﺍﻹﻛﺘﺂﺏ ﺍﻟﻤﻔﺎﺟﺊ ﻭﺗﻐﻴﺮ | ﺍﻟﺠﻮﻉ ﺍﻟﻤﻔﺮﻁ ﻭ ﺍﻟﻌﺼﺒﻴﺔ  :ﺗﺸﻤﻞ ﺃﻋﺮﺍﺽ ﻧﻘﺺ ﺍﻟﺴﻜﺮ ﻓﻲ ﺍﻟﺪﻡ )
  (ﺍﻟﺴﻠﻮﻙ ﻭﺍﻟﺪﻭﺧﺔ ﻭﺍﻟﺘﺸﻮﺵ ﻭﺍﻟﺘﻌﺮﻕ ﻭﺍﻟﺸﻌﻮﺭ ﺑﺎﻟﻮﻫﻦ ﻭﺍﻹﻏﻤﺎء ﺃﻭ ﺍﻟﻨﻮﺑﺎﺕ
                (                                                                       ﺃﻛﺘﺐ ﺻﻔﺮ ﺇﺫﺍ ﻟﻢ ﻳﺤﺼﻞ ﺫﻟﻚ. ) ﻣﺮﺓ   □         
                                                                                                                                 
  ﻫﻞ ﺣﺼﻞ ﻭﺗﻢ ﺗﺸﺨﻴﺺ ﺃﻱ ﻣﻦ ﺍﻟﻤﻀﺎﻋﻔﺎﺕ ﺍﻟﺘﺎﻟﻴﺔ ﻋﻨﺪﻙ ﻧﺘﻴﺠﺔ ﻟﻠﺴﻜﺮﻱ؟ . 8ﺱ 
 (ﻓﻲ ﻛﻞ ﻣﺮﺑﻊ ﻳﻨﻄﺒﻖ ﻋﻠﻰ ﺣﺎﻟﺘﻚ   vﺿﻊ ﻋﻼﻣﺔ ) 
  ( ﻣﺜﻞ ﺍﻋﺘﻼﻝ ﺍﻟﺸﺒﻜﻴﺔ  ﺃﻭﺇﻋﺘﺎﻡ ﺍﻟﻌﺪﺳﺔ ﺍﻟﻜﻨﺘﺎﺭﺍﺕ  ﺃﻭ ﺍﻟﺰﺭﻕ ﺍﻟﻐﻠﻮﻏﻮﻣﺎ) ﻣﺸﺎﻛﻞ ﻓﻲ ﺍﻟﻌﻴﻨﻴﻦ   □        
  ﺃﻣﺮﺽ ﺍﻟﻜﻠﻰ  □        
  ﺗﻠﻒ ﺍﻻﻋﺼﺎﺏ ﺃﻭ ﺍﻹﻋﺘﻼﻝ ﺍﻟﻌﺼﺒﻲ  □        
  (ﻣﺜﻞ ﺍﻟﺬﺑﺤﺔ ﺍﻟﺼﺪﺭﻳﺔ ﺃﻭ ﺍﻟﻨﻮﺑﺔ ﺍﻟﻘﻠﺒﻴﺔ ) ﺃﻣﺮﺍﺽ ﺍﻟﻘﻠﺐ    □        
  ﻳﻔﺔﺍﻟﺠﻠﻄﺔ ﺃﻭ ﺍﻟﺠﻠﻄﺔ ﺍﻟﺨﻒ  □        
  ﺻﻌﻮﺑﺔ ﻓﻲ ﺍﻟﻺﻧﺘﺼﺎﺏ ﺍﻭ ﻋﺪﻡ ﺍﻟﻘﺪﺭﺓ ﻋﻠﻰ ﺍﻹﺣﺘﻔﺎﻅ  ﺑﻪ  □        
  ﺿﻌﻒ ﺟﺮﻳﺎﻥ ﺍﻟﺪﻡ ﻓﻲ ﺍﻟﺴﺎﻗﻴﻦ □        
  ﺗﻘﺮﺡ ﻓﻲ ﺍﻟﻘﺪﻣﻴﻦ  □        
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  ﺍﻟﻐﺮﻏﺮﻳﻨﺎ ﺃﻭ ﺑﺘﺮ ﺃﺣﺪ ﺍﻟﺴﺎﻗﻴﻦ  □        
  ﺭﺍﺽ ﺍﻟﻤﺬﻛﻮﺭﺓ ﺃﻋﻞﻻ ﺃﻋﺎﻧﻲ ﺃﻱ ﻣﻦ ﺍﻷﻉ  □        
 
 
  ﺭﺿﺔ ﺑﺄﻧﻚ ﻣﺼﺎﺏ ﺑﺈﺣﺪﻯ ﺍﻟﺤﺎﻻﺕ ﺍﻟﺘﺎﻟﻴﺔ ؟ﻫﻞ ﺣﺼﻞ ﻭﺃﺧﺒﺮﺕ ﺑﻮﺍﺳﻄﺔ ﻁﺒﻴﺐ ﺃﻭ ﻣﻢ.   9ﺱ  
 ﻓﻲ ﻛﻞ ﻣﺮﺑﻊ ﻳﻨﻄﺒﻖ ﻋﻠﻰ ﻭﺿﻌﻚ ﻭ ﺍﺫﻛﺮ ﻣﺎ ﺇﺫﺍ ﻛﻨﺖ ﻻ ﺗﺰﺍﻝ ﺗﺘﻠﻘﻰ ﻋﻼﺟﺎ ًﻟﻬﺬﻩ ﺍﻟﺤﺎﻟﺔ   v ﺿﻊ ﻋﻼﻣﺔ )           
  (ﻳﺺ ﺫﻟﻚ ﻛﺎﻥ ﻋﻤﺮﻙ ﻋﻨﺪﻣﺎ ﺗﻢ ﺗﺸﺦ ﺍﻵﻥ ﺃﻭ ﻻ ﺯﻟﺖ ﺗﻌﺎﻧﻲ ﻣﻦ ﺃﻋﺮﺍﺿﻬﺎ ﻭ ﺍﺫﻛﺮ ﻛﻢ                                                    
 
  ﺍﻟﺮﺑﻮ  □      
  ﺍﻟﺘﻬﺎﺏ ﺍﻟﺸﻌﺐ ﺍﻟﻬﻮﺍﺋﻴﺔ ﺍﻟﻤﺰﻣﻦ ﺃﻭ ﺍﻹﻣﻔﻴﺰﻳﻤﻴﺎ   □      
  ﺃﻣﺮﺍﺽ ﺍﻟﻜﻠﻰ ﺃﻭ ﺍﻟﻤﺠﺎﺭﻱ ﺍﻟﺒﻮﻟﻴﺔ □      
  ﺁﻟﺬﺑﺤﺔ ﺍﻟﺼﺪﺭﻳﺔ ﺃﻭ ﺃﻣﺮﺍﺽ ﺍﻟﻘﻠﺐ ﺃﻭ ﺍﻟﺬﺑﺤﺔ ﺍﻟﻘﻠﺒﻴﺔ □      
  ﻋﺪﻡ ﺍﻧﺘﻈﺎﻡ ﺩﻗﺎﺕ ﺍﻟﻘﻠﺐ ﺃﻭ ﻓﻘﺪﺍﻥ ﺩﻗﺎﺕ ﺍﻟﻘﻠﺐ ﺃﻭ ﺍﻧﺴﺪﺍﺩ ﺃﺣﺪ ﺷﺮﺍﻳﻴﻦ ﺍﻟﻘﻠﺐ □      
  ( ﺟﻠﻄﺔ ﺧﻔﻴﻔﺔ ) ﺍﻟﺬﺑﺤﺔ ﺃﻭ ﺍﻟﺠﻠﻄﺔ  ﺃﻭ   □      
  ﺇﻟﺘﻬﺎﺏ ﺍﻟﻤﻔﺎﺻﻞ  □         (ﺑﻤﺎ ﻓﻲ ﺫﻟﻚ ﺍﻟﺘﻬﺎﺏ ﺍﻟﻤﻔﺎﺻﻞ ﺍﻟﺮﺋﻴﺎﻧﻲ ﻭ ﺍﻟﺘﻬﺎﺏ ﺍﻟﻌﻈﺎﻡ)             
  ﺿﻐﻂ ﺍﻟﺪﻡ ﺍﻟﻤﺮﺗﻔﻊ  □      
  ﺗﺮﻗﻖ ﺍﻟﻌﻈﺎﻡ  □      
  ﺳﺮﻁﺎﻥ ﺍﻟﺮﺋﺔ  □      
  ﺃﻭﺭﺍﻡ ﺧﺒﻴﺜﺔ  □      
  ﺳﺮﻁﺎﻥ ﺍﻟﺒﺮﻭﺳﺘﺎﺗﺎ  □      
  ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ  □      
  ﺃﻱ ﻧﻮﻉ ﺁﺧﺮ ﻣﻦ ﺍﻟﺴﺮﻁﺎﻥ ﺃﻭ ﺃﻷﻭﺭﺍﻡ ﺍﻟﺨﺒﻴﺜﺔ □      
  ﻣﺮﺽ ﺍﻟﺰﺍﻳﻤﺮ  □      
  ﻓﻘﺪﺍﻥ ﺍﻟﺬﺍﻛﺮﺓ  □      
  ﺇﻧﻔﺼﺎﻡ ﺍﻟﺸﺨﺼﻴﺔ  ﺍﻹﺿﻄﺮﺍﺏ ﺍﻟﻨﻔﺴﻲ □      
  ﺍﻹﻛﺘﺌﺎﺏ  □      
  ﺩﺍء ﺍﻟﺘﻨﺎﻗﻀﻴﺔ ﺃﻭ ﺑﺎﻳﺒﻮﻟﺮ ﺃﻭ ﺍﻹﻛﺘﺌﺎﺏ ﺍﻟﺤﺎﺩ  □      
  ( ﺃﻭ ﺣﺎﻟﺔ ﺍﻟﻀﻐﻂ ﺍﻟﺬﻱ ﻳﻠﻲ ﺍﻷﺯﻣﺎﺕ.ﻧﻮﺑﺎﺕ ﺍﻟﻬﻠﻊ ﻣﺜﻞ) ﻣﺸﺎﻛﻞ ﺍﻟﻘﻠﻖ ﺍﺿﻄﺮﺍﺏ ﺍﻷﻋﺼﺎﺏ   □      
  ﺣﺎﻻﺕ ﺍﺳﺎءﺓ ﺍﺳﺘﻌﻤﺎﻝ ﺑﻌﺾ ﺍﻟﻤﻮﺍﺩ ﺃﻭ ﺍﻹﻋﺘﻤﺎﺩ ﻋﻠﻰ ﺍﻟﻜﺤﻮﻝ ﺃﻭ ﺍﻟﻤﻮﺍﺩ ﺍﻟﻤﺨﺪﺭﺓ    □      
  ( ﺍﻷﺧﺮﻯ           
 
  .ﺍﻟﺮﺟﺎء ﺫﻛﺮ ﺟﻤﻴﻊ ﺍﻷﺩﻭﻳﺔ ﺍﻟﺘﻲ ﺗﻮﺻﻒ ﻟﻚ ﺣﺎﻟﻴﺎ ًﻟﻠﺴﻜﺮﻱ ﺃﻭ ﺃﻳﺔ ﺣﺎﻟﺔ ﺃﺧﺮﻯ .   01ﺱ 
 ﺇﺳﻢ ﺍﻟﺪﻭﺍء  ﺓ ﺍﻟﺪﻭﺍءﻗﻮ ﺍﻟﺠﺮﻋﺔ ﻋﺪﺩ ﺍﻟﺠﺮﻉ ﻭﺃﻭﻗﺎﺗﻬﺎ
  ﻣﻠﻎ  04 ﺣﺒﺔ ﻭﺍﺣﺪﺓ ﻣﺴﺎء ً
 
  :ﻣﺜﻞ 
  ﺃﺗﻮﺭﻓﺎﺳﺘﺎﺗﻴﻦ 
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  ﻫﻞ ﺗﺴﺘﻌﻤﻞ ﺃﺣﺪ ﺍﻟﻮﺳﺎﺋﻞ ﺍﻟﻤﺴﺎﻋﺪﺓ ﻟﻠﺘﻨﻘﻞ ؟.  11ﺱ 
 (ﻓﻲ ﻛﻞ ﻣﺮﺑﻊ ﻳﻨﻄﺒﻖ ﻋﻠﻰ ﺣﺎﻟﺘﻚ    v ﺿﻊ ﻋﻼﻣﺔ) 
 
 ﻻ ﺃﺳﺘﻌﻤﻞ ﺃﻱ ﻣﻦ ﻭﺳﺎﺋﻞ ﺍﻟﻤﺴﺎﻋﺪﺓ ﻋﻠﻰ ﺍﻟﺘﻨﻘﻞ  □    
  ﻋﻤﻞ ﻋﺼﺎ ًﺍﺗﻮﻛﺎ ﻋﻠﻴﻬﺎ ﻋﻨﺪ ﺍﻟﻤﺸﻲﺃﺳﺖ □    
  ﺍﺳﺘﻌﻤﻞ ﻫﻴﻜﻼ ًﺍﺗﻮﻛﺎ ﻋﻠﻴﻪ ﻋﻨﺪ ﺍﻟﻤﺶ  □    
  ﺃﺳﺘﻌﻤﻞ ﺍﻟﻜﺮﺳﻲ ﺍﻟﻤﺘﺤﺮﻙ  □        
  ﺃﺳﺘﻌﻤﻞ ﺩﺭﺍﺟﺔ ﻛﻬﺮﺑﺎﺋﻴﺔ   □    
  ﻭﺳﻴﻠﺔ ﻣﺴﺎﻋﺪﺓ ﺃﺧﺮﻯ   □    
 
 
 
 
 elytsefiL dna htlaeH – C NOITCES
  ﺍﻟﺼﺤﺔ ﻭ ﻁﺮﻳﻘﺔ ﺍﻟﻌﻴﺶ –ﺍﻟﻘﺴﻢ  ﺝ 
 
  ﺗﺘﻌﻠﻖ ﺑﺎﺳﺎﻟﻴﺐ ﺍﻟﻌﻴﺶ ﺍﻟﺘﻲ ﻣﻦ ﺍﻟﻤﻤﻜﻦ ﺃﻥ ﺗﺆﺛﺮ ﻋﻠﻰ ﺻﺤﺘﻚ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻋﻠﻰ ﺃﺳﺌﻠﺔ ﻳﺸﺘﻤﻞ 
 
 ﻋﺎﺩﺍﺕ ﺍﻷﻛﻞ
 
  ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺗﻘﺪﻳﻤﺎﺕ ﺍﻟﻔﺎﻛﻬﺔ ﺍﻟﺘﻲ ﺗﺄﻛﻠﻬﺎ ﻛﻞ ﻳﻮﻡ ؟.  1ﺱ 
  
  (ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻔﺎﻛﻬﺔ ﺍﻟﻤﺠﻔﻔﺔ ﺇﻋﺘﺒﺮ ﻣﺎ ﺗﺘﻨﺎﻭﻟﻪ ﻣﻨﻬﺎ ﻳﻮﺍﺯﻱ ﺍﻟﻔﺎﻛﻬﺔ ﻗﺒﻞ ﺗﺠﻔﻴﻔﻬﺎ . ﻻ ﻳﺸﻤﻞ ﺫﻟﻚ ﻋﺼﻴﺮ ﺍﻟﻔﺎﻛﻬﺔ )        
  :  ﺗﻘﺪﻣﺔ ﻣﻦ ﺍﻟﻔﺎﻛﻬﺔ ﺗﺴﺎﻭﻱ                                                     
  ﻻ ﺁﻛﻞ ﺍﻟﻔﺎﻛﻬﺔ  □   
  ﺃﻗﻞ ﻣﻦ ﺗﻘﺪﻣﺔ ﻭﺍﺣﺪﺓ   □   
  ﺗﻘﺪﻣﺔ ﻭﺍﺣﺪﺓ  □  
  ﺗﻘﺪﻣﺘﺎﻥ  □  
  ﺛﻼﺙ ﺗﻘﺪﻳﻤﺎﺕ  □  
  ﺃﺭﺑﻊ ﺗﻘﺪﻳﻤﺎﺕ                  □  
   ﺣﺒﺔ ﻣﺘﻮﺳﻄﺔ= ﺣﺒﺘﻴﻦ ﺻﻐﻴﺮﺗﻴﻦ =  ﺍﻟﻔﺎﻛﻬﺔ   ﻛﻮﺏ ﻣﻦ                                                         ﺧﻤﺲ ﺗﻘﺪﻳﻤﺎﺕ       □  
  (ﻣﺜﻞ ﺍﻟﺘﻔﺎﺡ)       ﻣﺸﻤﺶﻣﺜﻞ ﺍﻝ)                                                                                                                  
  ﺳﺖ ﺗﻘﺪﻳﻤﺎﺕ ﺃﻭ ﺃﻛﺜﺮ  □  
     ﺍﻟﻤﻘﻄﻌﺔ ﺃﻭ ﺍﻟﻤﻌﻠﺒﺔ   
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  .ﻟﻨﻨﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺨﻀﺎﺭ ﺑﻤﺎ ﻓﻲ ﺫﻟﻚ ﺍﻟﺨﻀﺎﺭ ﺍﻟﻄﺎﺯﺟﺔ ﻭﺍﻟﻤﺠﻔﻔﺔ ﻭﺍﻟﻤﺠﻠﺪﺓ ﻭﺍﻟﻤﻌﻠﺒﺔ .  2ﺱ 
  ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺍﻟﺘﻘﺪﻳﻤﺎﺕ ﺍﻟﺘﻲ ﺗﺄﻛﻠﻬﺎ ﻋﺎﺩﺓ ﻛﻞ ﻳﻮﻡ ؟        
  .ﻭﺍﻟﻌﺪﺱ " ﺍﻟﻄﻤﺎﻁﻢ"ﺻﻠﺼﺔ ﺍﻟﺒﻨﺎﺩﻭﺓ  ﺍﻟﻔﺎﺻﻮﻟﻴﺎ ﻭﺍﻟﻔﺎﺻﻮﻟﻴﺎ ﻣﻊ ﻙ ﺍﻟﺒﻘﻠﻴﺎﺕ ﻣﺜﻞﻳﺸﻤﻞ ﺫﻝ)       
  (ﻻ ﺗﺸﻤﻞ ﻋﺼﻴﺮ ﺍﻟﺨﻀﺎﺭ       
 
   :ﺗﻘﺪﻣﺔ ﻣﻦ ﺍﻟﺨﻀﺎﺭ ﺗﺴﺎﻭﻱ                                            
  ﻟﻢ ﺃﻛﻞ ﺍﻟﺨﻀﺎﺭ  □
     ﺃﻗﻞ ﻣﻦ ﺗﻘﺪﻣﺔ   □
 □ ﺗﻘﺪﻣﺔ ﻭﺍﺣﺪﺓ  
 □ ﺗﻘﺪﻣﺘﻴﻦ  
 □ ﺛﻼﺙ ﺗﻘﺪﻳﻤﺎﺕ                                                      
 □ ﻧﺼﻒ ﻛﻮﺏ ﻣﻦ= ﺣﺒﺔ ﺑﻄﺎﻁﺲ  = ﻛﻮﺏ ﻣﻦ ﺳﻠﻄﺔ                        ﺃﺭﺑﻊ ﺗﻘﺪﻳﻤﺎﺕ                                                
 □ ﺍﻟﺨﻀﺎﺭ             ﻣﺘﻮﺳﻄﺔ          ﺍﻟﺨﻀﺎﺭ ﺃﻭ ﺍﻟﺒﻘﻮﻝ                           ﺧﻤﺲ ﺗﻘﺪﻳﻤﺎﺕ                                           
 □ ﺍﻟﻤﻄﺒﻮﺧﺔ                                                                     ﺳﺖ ﺗﻘﺪﻳﻤﺎﺕ ﺃﻭ ﺃﻛﺜﺮ                                              
 
  ﻛﻢ ﻣﺮﺓ ﺗﺎﻛﻞ ﺳﻤﻜﺎ ًﻓﻲ ﺍﻷﺳﺒﻮﻉ.  3ﺱ  
          
  ﻻ ﺃﻛﻞ ﺍﻟﺴﻤﻚ ﺇﻁﻼﻗﺎً   □        
  ﺃﻗﻞ ﻣﻦ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  □        
  ﻣﺮﺓ ﺃﻭ ﻣﺮﺗﻴﻦ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  □        
  ﻓﻲ ﺍﻻﺳﺒﻮﻉ  ﻣﻦ ﺛﻼﺙ ﺇﻟﻰ ﺧﻤﺲ ﻣﺮﺍﺕ □        
  ﺳﺖ ﻣﺮﺍﺕ ﺃﻭ ﺃﻛﺜﺮ ﻓﻲ ﺍﻻﺳﺒﻮﻉ □        
 
 
  ﻫﻞ ﺗﺰﻳﺪ ﺍﻟﻤﻠﺢ ﺇﻟﻰ ﻁﻌﺎﻣﻚ ﺍﻟﻤﻄﺒﻮﺥ ؟.  4ﺱ 
 
  ﻻ ﺃﻓﻌﻞ ﺫﻟﻚ ﺇﻁﻼﻗﺎً   □    
  ﻧﺎﺩﺭﺍً   □    
  ﺃﺣﻴﺎﻧﺎً   □    
  ﻣﻌﻈﻢ ﺍﻷﺣﻴﺎﻥ   □    
  ﺩﺍﺋﻤﺎً   □    
 
  (ﻓﻲ ﺍﻟﻤﻄﺎﻋﻢ ﻣﺜﻼ ً) ﻛﻢ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ ﺗﺎﻛﻞ ﺧﺎﺭﺝ ﺍﻟﺒﻴﺖ .  5ﺱ 
 
  ﺁﻛﻞ ﺧﺎﺭﺝ ﺍﻟﺒﻴﺖ ﺇﻁﻼﻗﺎُ ﻻ   □   
  ﺃﻗﻞ ﻣﻦ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □   
  ﻣﺮﺓ ﺍﻭ ﻣﺮﺗﻴﻦ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  □   
  ﻣﻦ ﺛﻼﺙ ﺇﻟﻰ ﺍﺭﺑﻊ ﻣﺮﺍﺕ ﻓﻲ ﺍﻻﺳﺒﻮﻉ  □   
  ﺳﺖ ﻣﺮﺍﺕ ﺃﻭ ﺃﻛﺜﺮ ﻓﻲ ﺍﻻﺳﺒﻮﻉ  □   
 
  _________________________________ﺃﻳﻦ ﺗﺄﻛﻞ ؟    
 
  ﻫﻞ ﻗﻤﺖ ﺑﺘﻐﻴﻴﺮﺍﺕ ﻋﻠﻰ ﻧﻄﺎﻣﻚ ﺍﻟﻐﺬﺍﺋﻲ ﻣﺆﺧﺮﺍً .   6ﺱ  
 
  ﻧﻌﻢ  □           
  7ﻛﻼ ؛ ﺇﻧﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺴﺆﺍﻝ ﺭﻗﻢ   □           
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ﺇﺫﺍ ﻛﺎﻥ ﺍﻟﺠﻮﺍﺏ ﺑﻨﻌﻢ ؛ ﻣﺎ ﻫﻲ ﻫﺬﻩ ﺍﻟﺘﻐﻴﻴﺮﺍﺕ ؟  
 _____________________________________________________________________________
  ﺍﻟﺘﺪﺧﻴﻦ   
 
  ﺃﻭ ﻏﻴﺮﻫﺎ ﻣﻦ ﻣﻨﺘﺠﺎﺕ ﺍﻟﺘﺒﻎ ﺣﺎﻟﻴﺎ ً؟ﺗﺪﺧﻦ ﺍﻟﺴﺠﺎﻳﺮ  ﻫﻞ . ﺃ 7ﺱ 
  (9ﺇﻧﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺴﺆﺍﻝ ﺭﻗﻢ )ﻛﻼ   □     
  ﻧﻌﻢ   □     
 
  ﺇﺫﺍ ﻛﺎﻥ ﺍﻟﺠﻮﺍﺏ ﺑﻨﻌﻢ ؛ ﻡ ﻫﻮ ﻋﺪﺩ ﺍﻟﻤﺮﺍﺕ ﺍﻟﺘﻲ ﺗﺪﺧﻦ ﻓﻴﻬﺎ ﻓﻲ ﺍﻷﺳﺒﻮﻉ ؟. ﺏ  7ﺱ 
  ﻳﻮﻣﻴﺎً   □     
 ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  ﻭﻟﻜﻦ ﻟﻴﺲ ﻳﻮﻣﻴﺎ ً    □     
 ﺃﻗﻞ ﻣﻦ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ                                   □     
 
 
  ﺇﺫﺍ ﻛﻨﺖ ﺗﺪﺧﻦ ؛ ﻛﻢ ﻛﺎﻥ ﻋﻤﺮﻙ ﻋﻨﺪﻣﺎ ﺑﺪﺃﺕ ﺍﻟﺘﺪﺧﻴﻦ ؟.  ﺝ  7ﺱ    
  ﺳﻨﺔ     □□           
 
  ﺍﻟﻜﺤﻮﻝ 
 
  ﻛﻢ ﻣﺮﺓ ﺗﺸﺮﺏ ﺍﻛﺤﻮﻝ ﻋﺎﺩﺓ ؟.  ﺃ 8ﺱ 
 
  ( 01ﺇﻧﺘﻘﻞ ﺇﻟﻰ ﺍﻟﺴﺆﺍﻝ ﺭﻗﻢ  )ﻻ ﺃﺷﺮﺏ ﺍﻟﻜﺤﻮﻝ   □  
  ﺃﻗﻞ ﻣﻦ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □  
  ﻳﻮﻣﺎ ﻭﺍﺣﺪﺍ◌ًً ﻓﻲ ﺍﻷﺳﺒﻮﻉ □  
  ﻣﻦ ﻳﻮﻣﻴﻦ ﺇﻟﻰ ﺛﻼﺛﺔ ﺃﻳﺎﻡ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □  
  ﻣﻦ ﺃﺭﺑﻌﺔ ﺇﻟﻰ ﺧﻤﺴﺔ ﺃﻳﺎﻡ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  □  
  ﺳﺘﺔ ﺃﻳﺎﻡ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  □  
  ﻛﻞ ﻳﻮﻡ □  
 
  ﻓﻲ ﺍﻟﻴﻮﻡ ﺍﻟﺬﻱ ﺗﺸﺮﺏ ﻓﻴﻪ ﺍﻟﻜﺤﻮﻝ ﻛﻢ ﻛﺄﺳﺎ ًﻋﺎﺩﻳﺎ ًﺗﺸﺮﺏ ؟ .ﺏ  8ﺱ 
  (ﻣﻦ ﺍﻟﻜﺤﻮﻝ ﺍﺕﻏﺮﺍﻡ 01ﺍﻟﻜﺄﺱ ﺍﻟﻌﺎﺩﻱ ﻫﻮ ﻋﺒﺎﺭﺓ ﻋﻦ ﺃﻱ ﻣﺸﺮﻭﺏ ﻛﺤﻮﻟﻲ ﻳﺤﺘﻮﻱ ﻋﻠﻰ )
  ﻛﺄﺱ ﻋﺎﺩﻱ  □□   
 
 
  ﻣﻞ 573ﻣﻞ                           573ﻣﻞ                           573ﻣﻞ                 052ﻣﻞ                    052ﻣﻞ              053ﻣﻞ                    573
  ﺳﻄﺔ ﺍﻟﺘﺮﻛﻴﺰ        ﺑﻴﺮﺓ ﻛﺎﻣﻠﺔ ﺍﻟﺘﺮﻛﻴﺰﻣﻴﺪﻱ ﺑﻮﺕ        ﻣﻴﺪﻱ ﺑﻮﺕ                 ﻣﻴﺪﻱ ﺑﻮﺕ                ﺑﻴﺮﺓ ﺧﻔﻴﻔﺔ                   ﺑﻴﺮﺓ ﻣﺘﻮ         ﻣﺨﻠﻮﻁﺔ ﻣﺴﺒﻘﺎ
  ﺣﺠﻢ| ﻛﺤﻮﻝ 9.4ﺣﺠﻢ         |ﻛﺤﻮﻝ%  5.3ﺍﻟﺤﺠﻢ      |ﻛﺤﻮﻝ%  7.2ﻡ     ﺑﻴﺮﺓ ﺧﻔﻴﻔﺔ     ﺑﻴﺮﺓ ﻣﺘﻮﺳﻄﺔ ﺍﻟﺘﺮﻛﻴﺰ   ﺑﻴﺮﺓ ﻛﺎﻣﻠﺔ ﺍﻟﺘﺮﻛﻴﺰ        ﺣﺞ| ﻛﺤﻮﻝ %  5
  ﺣﺠﻢ |ﻛﺤﻮﻝ%  9.4ﺣﺠﻢ     |ﻛﺤﻮﻝ%  5.3%          7.2                            
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  ﻣﻞ 003ﻣﻞ             003ﻣﻞ                    007ﻣﻞ                  06ﻣﻞ                   071ﻣﻞ                     001ﻣﻞ              081ﻣﻞ                    053
  ﺍﻟﻨﺒﻴﺬ        ﻛﺄﺱ ﻣﻦ ﺍﻟﺒﻮﺭﺕ   ﺯﺟﺎﺟﺔ ﻣﻦ ﺍﻟﻜﺤﻮﻝ       ﻛﺤﻮﻝ ﻧﺐ        ﻛﺤﻮﻝ ﻣﻊ ﺍﻟﺼﻮﺩﺍ ﺯﺟﺎﺟﺔ ﻣﻦ ﺍﻟﻨﺒﻴﺬ     ﻛﺄﺱ ﺍﻟﻤﻄﺎﻋﻢ         ﺗﻘﺪﻣﺔ ﺻﻐﻴﺮﺓ       ﺗﻘﺪﻣﺔ ﻋﺎﺩﻳﺔ ﻣﻦ
  %               5%          04%                       04ﻣﻦ ﺍﻟﻨﺒﻴﺬ                ﻣﻦ ﺍﻟﻨﺒﻴﺬ           ﺍﻷﺑﻴﺾ ﺃﻭ ﺍﻟﺸﻤﺒﺎﻧﻴﺎ          ﺃﻭ ﺍﻟﺸﻴﺮﻱ             %                21
  ﺣﺠﻢ| ﺣﺠﻢ      ﻛﺤﻮﻝ| ﺣﺠﻢ             ﻛﺤﻮﻝ | ﻛﺤﻮﻝ %                    81ﺣﺠﻢ       |ﻛﺤﻮﻝ %  5.11%             21ﺣﺠﻢ    |ﻛﺤﻮﻝ %  21ﺣﺠﻢ       |ﻛﺤﻮﻝ  
  ﺣﺠﻢ| ﺣﺠﻢ                                          ﻛﺤﻮﻝ |ﻛﺤﻮﻝ                                                  
 
 
 
  ﻛﻢ ﻛﺎﻥ ﻋﻤﺮﻙ ﻋﻨﺪﻣﺎ ﺑﺪﺃﺕ ﺗﺸﺮﺏ ﺍﻟﻜﺤﻮﻝ ؟  
  ﺳﻨﺔ  □□   
 
 ﺍﻟﻮﺯﻥ ﻭﺍﻟﻄﻮﻝ
 
  ﻣﺎ ﻫﻮ ﻭﺯﻧﻚ ؟.   9ﺱ      
  ﻛﻠﻎ  □□   
 
  ﻣﺎ ﻫﻮ ﻁﻮﻟﻚ ؟  . 01ﺱ  
  ﺳﻨﺘﻴﻤﺘﺮﺍً   □□   
 
  ﺍﻟﺘﻤﺎﺭﻳﻦ    
 
  ﻫﻞ ﻧﺼﺤﻚ ﻁﺒﻴﺒﻚ ﺑﺘﺤﺪﻳﺪ ﺍﻟﺘﻤﺎﺭﻳﻦ ﺍﻟﺘﻲ ﺗﻤﺎﺭﺳﻬﺎ ؟  . 11ﺱ 
            
  ﻛﻼ  □   
  ﻧﻌﻢ  □   
 
                                                                                                                                                        
  ﻫﻞ ﺗﻤﺎﺭﺱ ﺍﻟﺘﻤﺎﺭﻳﻦ ﺑﺸﻜﻞ ﻣﻨﺘﻄﻢ ؟.  21 ﺱ
   
             ﻛﻼ □ 
  ﻧﻌﻢ  □   
 
  ﻛﻢ ﻣﺮﺓ ﻓﻲ ﺍﻻﺳﺒﻮﻉ ﺗﻤﺎﺭﺱ ﺍﻟﺘﻤﺎﺭﻳﻦ ؟.  31ﺱ  
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  ( ﺍﻟﻘﺴﻢ ﺩﺇﻟﻰ ﺇﻧﺘﻘﻞ ) ﻻ ﺃﻣﺎﺭﺱ ﺍﻟﺘﻤﺎﺭﻳﻦ  □        
  ﺃﻗﻞ ﻣﻦ ﻣﺮﺓ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □        
  ﻣﻦ  ﻣﺮﺓ ﺇﻟﻰ ﻣﺮﺗﻴﻦ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □        
  ﻣﻦ ﺛﻼﺙ ﺇﻟﻰ ﺧﻤﺲ ﻣﺮﺍﺕ ﻓﻲ ﺍﻷﺳﺒﻮﻉ □        
  ﺳﺖ ﻣﺮﺍﺕ ﺃﻭ ﺍﻛﺜﺮ ﻓﻲ ﺍﻻﺳﺒﻮﻉ □        
 
  ﻣﺎ ﻫﻲ ﺍﻟﻔﺘﺮﺓ ﺍﻟﺘﻲ ﻳﺴﺘﻐﺮﻗﻬﺎ ﻛﻞ ﺗﻤﺮﻳﻦ ؟  
  ﺩﻗﻴﻘﺔ  □□□   
 
 
 
 efiL fo ytilauQ .D NOITCES
  ﻧﻮﻋﻴﺔ ﺍﻟﺤﻴﺎﺓ –ﺍﻟﻘﺴﻢ ﺩ 
 
 ﻳﺸﺘﻤﻞ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻋﻠﻰ ﺍﺳﺌﻠﺔ ﺗﺪﻭﺭ ﺣﻮﻝ ﻛﻴﻒ ﺗﻘﻴﻢ ﻧﻮﻋﻴﺔ ﺍﻟﺤﻴﺎﺓ ﺍﻟﺘﻲ ﺗﻌﻴﺸﻬﺎ ﺍﻵﻥ ﻣﻦ ﻧﻮﺍِﺡ ﻣﺨﺘﻠﻔﺔ
 
  ﻓﻲ ﺃﺣﺪ ﺍﻟﻤﺮﺑﻌﺎﺕ ﺃﺩﻧﺎﻩ ﺍﻟﺮﺟﺎء ﺃﻥ ﺗﺸﻴﺮ ﺇﻟﻰ ﺃﻱ ﻣﻦ ﺍﻟﻌﺒﺎﺭﺍﺕ ﺗﺼﻒ ﻭﺿﻌﻚ ﺍﻟﺼﺤﻲ   Vﺓ ﻋﻨﺪﻣﺎ ﺗﻀﻊ ﻋﻼﻡ
  .ﺑﺸﻜﻞ ﺃﻓﻀﻞ 
 
 
  ﺍﻟﻘﺪﺭﺓ ﻋﻠﻰ ﺍﻟﺘﻨﻘﻞ.  1ﺱ   
 
  ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﻓﻲ ﺍﻟﻤﺸﻲ   □       
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻓﻲ ﺍﻟﻤﺸﻲ  □       
  ﺃﻧﺎ ﺣﺒﻴﺲ ﺍﻟﻔﺮﺍﺵ  □       
 
  ﺍﻟﻌﻨﺎﻳﺔ ﺍﻟﺸﺨﺼﻴﺔ . 2ﺱ 
 
  ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻌﻨﺎﻳﺔ ﺑﻨﻔﺴﻲ  □  
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﺑﺎﻹﻏﺘﺘﺴﺎﻝ ﻭﺇﺭﺗﺪﺍء ﻣﻼﺑﺴﻲ  □  
      ﺗﺪﻱ ﻣﻼﺑﺴﻲ ﺑﻨﻔﺴﻲ   ﻻ ﺃﺳﺘﻄﻴﻊ ﺃﻥ ﺃﻏﺘﺴﻞ ﺍﻭ ﺃﺭ  □  
       
  ﺍﻟﻨﺸﺎﻁﺎﺕ ﺍﻟﻌﺎﺩﻳﺔ.  3ﺱ     
 
                              ﺍﻟﻌﻤﻞ   
        ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ   □
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻋﻨﺪ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □      
  ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ □      
 
 
 ﺍﻟﺪﺭﺍﺳﺔ
  ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ   □  
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻋﻨﺪ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □  
  ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ □  
 
       ﺍﻷﻋﻤﺎﻝ ﺍﻟﻤﻨﺰﻟﻴﺔ  
  ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □  
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  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻋﻨﺪ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □  
  ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □  
 
         ﺓ ﻱﺍﻟﻌﺎﺋﻞﺍﻟﺤﻴﺎﺓ  
  ﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □      
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻋﻨﺪ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ □   
  ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □   
 
  ﻧﺸﺎﻁﺎﺕ ﺃﻭﻗﺎﺕ ﺍﻟﻔﺮﺍﻍ   
  ﺍﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔﻟﻴﺲ ﻋﻨﺪﻱ ﻣﺸﻜﻠﺔ ﺑﺎﻟﻘﻲ  □   
  ﺃﻭﺍﺟﻪ ﺑﻌﺾ ﺍﻟﺼﻌﻮﺑﺎﺕ ﻋﻨﺪ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □   
  ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﻘﻴﺎﻡ ﺑﻨﺸﺎﻁﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ  □   
 
 
  ﺍﻷﻟﻢ  ﻭﺍﻟﻤﺸﻘﺔ              .  4ﺱ   
    
  ﺷﻘﺔﻻ ﺃﻋﺎﻧﻲ ﻣﻦ ﺍﻷﻟﻢ ﺃﻭ ﺍﻟﻤﺶ  □  
  ﺃﻋﺎﻧﻲ ﻣﻦ ﺃﻟﻢ  ﻭﻣﺸﻘﺔ ﺑﺸﻜﻞ ﻣﻌﺘﺪﻝ  □  
  ﻯ ﺃﺑﻌﺪ ﺍﻟﺤﺪﻭﺩﺃﻋﺎﻧﻲ ﻣﻦ ﺍﻻﻟﻢ ﻭﺍﻟﻤﺸﻘﺔ ﺇﻝ  □  
 
  ﺍﻟﻘﻠﻖ ﻭﺍﻹﻛﺘﺌﺎﺏ.   5ﺱ  
 
  ﺃﻭ ﺍﻹﻛﺘﺌﺎﺏ ﻻ ﺃﻋﺎﻧﻲ ﻣﻦ ﺍﻟﻘﻠﻖ   □  
  ﺃﻋﺎﻧﻲ ﻣﻦ ﺍﻟﻘﻠﻖ ﺃﻭ ﺍﻹﻛﺘﺌﺎﺏ ﺑﺸﻜﻞ ﻣﻌﺘﺪﻝ  □  
  ﺃﻋﺎﻧﻲ ﻣﻦ ﺍﻟﻘﻠﻖ ﺍﻭ ﺍﻹﻛﺘﺌﺎﺏ ﺇﻟﻰ ﺃﺑﻌﺪ ﺍﻟﺤﺪﻭﺩ  □  
 
 
 
 htlaeh ruoy gniganaM .E NOITCES
  ﺍﻟﺘﺤﻜﻢ ﺑﺸﺆﻭﻥ ﺻﺤﺘﻚ  -ﻫﺍﻟﻘﺴﻢ 
 
  ﺗﺘﻌﻠﻖ ﺑﺨﺒﺮﺗﻚ ﻓﻲ ﺍﻟﺘﺤﻜﻢ ﺑﺸﺆﻭﻥ ﺻﺤﺘﻚ ﻳﺸﺘﻤﻞ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻋﻠﻰ ﺃﺳﺌﻠﺔ
 
 
(   V) ﺍﻟﺮﺟﺎء ﻭﺿﻊ ﻋﻼﻣﺔ  . ﻓﻴﻤﺎ ﻳﻠﻲ ﺑﻌﺾ ﺍﻟﻌﺒﺎﺭﺍﺕ ﺍﻟﺘﻲ ﻳﺴﺘﻌﻤﻠﻬﺎ ﺍﻟﻨﺎﺱ ﺍﺣﻴﺎﻧﺎ ﻋﻨﺪﻣﺎ ﻳﺘﺤﺪﺛﻮﻥ ﻋﻦ ﺻﺤﺘﻬﻢ .  1ﺱ  
 ﻟﺘﻮﺿﺢ ﻋﻤﺎ ﺇﺫﺍ ﻛﻨﺖ ﺗﻮﺍﻓﻖ ﺍﻭ ﻻ ﺗﻮﺍﻓﻖ ﻋﻠﻰ ﺃﻱ ﻣﻦ ﻫﺬﻩ ﺍﻟﻌﺒﺎﺭﺍﺕ ﺗﻨﻄﺒﻖ ﻋﻠﻴﻚ ﺷﺨﺼﻴﺎ ً       
 
 
  ﺗﻘﺪ ﺃﻧﻪ ﺻﺤﻴﺢ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻮﺿﻌﻚ ﻭﻟﻴﺲ ﻣﺎ ﺗﻌﺘﻘﺪ ﺃﻥ ﺍﻷﻁﺒﺎء ﻳﺮﻳﺪﻭﻥ ﻣﻨﻚ ﺍﻥ ﺗﻘﻮﻝﻳﺠﺐ ﺃﻥ ﺗﻜﻮﻥ ﺇﺟﺎﺑﺎﺗﻚ ﻣﺎ ﺗﻊ 
 
 
   ﺃﻭﺍﻓﻖ   ﺃﻋﺎﺭﺽ ﺑﺸﺪﺓ  ﻻ ﺃﻭﺍﻓﻖ ﺃﻭﺍﻓﻖ ﺑﺸﺪﺓ ﻻ ﻳﻨﻄﺒﻖ ﻋﻠﻲ
ﻋﻨﺪﻣﺎ ﻳﺘﻢ ﻋﻤﻞ ﻛﻞ ﺷﻲء ﻭﻗﻮﻝ ﻛﻞ ﺷﻲء       
 ﺃﺑﻘﻰ ﺃﻧﺎ ﺍﻟﻤﺴﺆﻭﻝ ﻋﻦ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺼﺤﺘﻲ 
ﻗﻴﺎﻣﻲ ﺑﺪﻭﺭ ﻓﻌﺎﻝ ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺎﻟﻌﻨﺎﻳﺔ ﺑﺼﺤﺘﻲ      
  ﺷﻲء ﻳﺆﺛﺮ ﺑﺼﺤﺘﻲﻫﻮ ﺃﻫﻢ 
ﺃﻧﺎ ﻭﺍﺛﻖ ﺑﺄﻧﻨﻲ ﺍﺳﺘﻄﻴﻊ ﺍﻥ ﺃﻣﻨﻊ ﺃﻭ ﺃﺧﻔﻒ ﻣﻦ      
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 ﺍﻟﻤﺸﺎﻛﻞ ﺍﻟﻤﺘﻌﻠﻘﺔ ﺑﺼﺤﺘﻲ
ﺃﻧﺎ ﺃﻋﺮﻑ ﺍﻟﺪﻭﺭ ﺍﻟﺬﻱ ﻳﺆﺩﻳﻪ ﻛﻞ ﺩﻭﺍء ﻭﺻﻒ      
 ﻟﻲ 
ﺃﻧﺎ ﺃﻋﺮﻑ ﻣﺎ ﺇﺫﺍ ﻛﺎﻥ ﻳﺘﻮﺟﺐ ﻋﻠﻲ ﺍﻟﺬﻫﺎﺏ      
ﺇﻟﻰ ﺍﻟﻄﺒﻴﺐ ﺃﻭ ﺃﻧﻪ ﺑﺈﻣﻜﺎﻧﻲ ﺍﻟﻌﻨﺎﻳﺔ ﺑﻤﺸﺎﻛﻠﻲ 
 ﺍﻟﺼﺤﻴﺔ ﺑﻨﻔﺴﻲ 
ﻁﻴﻊ ﺃﻥ ﺃﺧﺒﺮ ﺍﻟﻄﺒﻴﺐ  ﻣﺎ ﺃﻧﺎ ﻭﺍﺛﻖ ﺑﺄﻧﻨﻲ ﺃﺳﺖ     
 ﻳﻘﻠﻘﻨﻲ ﺣﺘﻰ ﺩﻭﻥ ﺃﻥ ﻳﺴﺄﻟﻨﻲ
ﺃﻧﺎ ﻭﺍﺛﻖ ﺑﺄﻧﻨﻲ ﺃﺳﺘﻄﻴﻊ ﻣﺘﺎﺑﻌﺔ ﺍﻟﻌﻼﺟﺎﺕ      
 ﺍﻟﻄﺒﻴﺔ ﺍﻟﺘﻲ ﺃﺣﺘﺎﺟﻬﺎ ﻓﻲ ﺍﻟﺒﻴﺖ
 ﺃﻧﺎ ﺃﻋﺮﻑ ﻣﺸﺎﻛﻠﻲ ﺍﻟﺼﺤﻴﺔ ﻭﺃﺳﺒﺎﺑﻬﺎ     
ﺃﻧﺎ ﺃﻋﺮﻑ ﺍﻟﻌﻼﺟﺎﺕ ﺍﻟﻤﺘﻮﻓﺮﺓ ﻟﻤﺸﺎﻛﻠﻲ      
 ﺍﻟﺼﺤﻴﺔ
ﻟﻘﺪ ﺍﺳﺘﻄﻌﺖ ﺃﻥ ﺃﺟﺎﺭﻱ ﺍﻟﺘﻐﻴﻴﺮﺍﺕ ﻓﻲ ﻧﻤﻂ      
ﻣﻦ ﺗﻨﺎﻭﻝ ﺍﻟﻐﺬﺍء ﺍﻟﺼﺤﻴﺢ ﺃﻭ ﺍﻟﻘﻴﺎﻡ ﺣﻴﺎﺗﻲ 
 ﺑﺎﻟﺘﻤﺎﺭﻳﻦ
ﺃﻧﺎ ﺃﻋﺮﻑ ﻛﻴﻒ ﺃﻣﻨﻊ ﺍﻟﻤﺸﺎﻛﻞ ﺍﻟﺘﻲ ﺗﺆﺛﺮ      
 ﺑﺼﺤﺘﻲ
ﺍﻧﺎ ﻭﺍﺛﻖ ﺑﺎﻧﻨﻲ ﺍﺳﺘﻄﻴﻊ ﺃﻥ ﺃﺟﺪ ﺍﻟﺤﻠﻮﻝ ﻋﻨﺪﻣﺎ      
 ﺗﻨﺸﺎ ﻣﺸﺎﻛﻞ ﺗﺘﻌﻠﻖ ﺑﺼﺤﺘﻲ
ﺃﻧﺎ ﻭﺍﺛﻖ ﺑﺄﻧﻨﻲ ﺃﺳﺘﻄﻴﻊ ﻣﺠﺎﺭﺍﺕ ﺍﻟﺘﻐﻴﻴﺮﺍﺕ ﻓﻲ      
ﻧﻤﻂ ﺣﻴﺎﺗﻲ ﻣﺜﻞ ﺗﻨﺎﻭﻝ ﺍﻟﻐﺬﺍء ﺍﻟﺼﺤﻴﺢ ﻭﺍﻟﻘﻴﺎﻡ 
ﻣﺎﺭﻳﻦ ﺣﺘﻰ ﻓﻲ ﺍﻻﻭﻗﺎﺕ ﺍﻟﺘﻲ ﺃﺷﻌﺮ ﻓﻴﻬﺎ ﺑﺎﻟﺖ
 ﺑﺎﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ
 
 
ﺍﻹﺛﻨﻲ ﻋﺸﺮ  ﺑﺨﺼﻮﺹ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺧﻼﻝ ﺍﻷﺷﻬﺮ ﺣﺎﻭﻟﺖ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﻣﻌﻠﻮﻣﺎﺕﺩﺭ ﺍﻟﺘﺎﻟﻴﺔ ﺍﻣﻦ ﺃﻱ ﻣﻦ ﺍﻟﻤﺺ.  2ﺱ 
  (ﻓﻲ ﻛﻞ ﻣﺮﺑﻊ ﻳﻨﻄﺒﻖ ﻋﻠﻰ ﻭﺿﻌﻚ    Vﺿﻊ ﻋﻼﻣﺔ )  ﺍﻟﻤﺎﺿﻴﺔ
 
  (ﺍﻣﺔ ﺃﻭ ﺍﻻﺧﺼﺎﺋﻴﻦ ﺃﻭ ﻣﻤﺮﺿﺎﺕ ﺍﻟﺘﻮﻋﻴﺔ ﺍﻟﺼﺤﻴﺔ ﻣﺜﻞ ﺃﻁﺒﺎء ﺍﻟﺼﺤﺔ ﺍﻟﻊ) ﻣﻦ ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻣﺠﺎﻝ ﺍﻟﺼﺤﺔ   □    
  ﻣﻦ ﻗﺴﻢ ﺍﻟﻄﻮﺍﺭﺉ ﺃﻭ ﺧﺪﻣﺎﺕ ﺍﻹﺳﻌﺎﻑ  □    
  ﻣﻦ ﺍﻟﺼﻴﺪﻟﻲ  □    
  "ﺩﻳﺎﺑﻴﺘﺰ ﺃﺳﺘﺮﺍﻟﻴﺎ " ﻣﻦ ﻣﺆﺳﺴﺔ   □    
  (ﺷﺒﻜﺔ ﺩﻋﻢ ﻣﺮﺿﻰ ﺍﻟﻜﻠﻰ  ﺃﻭ ﻣﺆﺳﺴﺔ ﺃﻣﺮﺍﺽ ﺍﻟﻘﻠﺐ : ﻣﺜﻞ ) ﻣﻨﻈﻤﺎﺕ ﻣﺴﺘﻌﻤﻠﻲ ﺍﻟﺨﺪﻣﺎﺕ ﺍﻟﺼﺤﻴﺔ   □    
  ﻣﺠﻤﻮﻋﺎﺕ ﺍﻟﺪﻋﻢ  □    
  ﻧﺘﺮﻧﻴﺖﺍﻹ □    
  ﺍﻟﻤﻜﺘﺒﺎﺕ ﺍﻟﻌﺎﻣﺔ □    
  ﺍﻷﻗﺎﺭﺏ ﻭﺍﻷﺻﺪﻗﺎء  □    
  (ﺍﻟﺮﺟﺎء ﺗﻮﺿﻴﺢ ﺫﻟﻚ ) ﻣﻦ ﻣﺼﺎﺩﺭ ﺃﺧﺮﻯ  □    
 
  ............................................................................................................................  
 
  . ﺍﺕ ﺍﻟﻌﻨﺎﻳﺔ ﺍﻟﺸﺨﺼﻴﺔ ﺍﻟﺨﺎﺻﺔ ﺑﻤﺮﺿﻚﺽ ﻣﻤﺎﺭﺱﺍﻷﺳﺌﻠﺔ ﺍﻟﻮﺍﺭﺩﺓ ﺃﺩﻧﺎﻩ ﺗﺘﻌﻠﻖ ﺑﺒﻊ
  . ﺍﻟﺮﺟﺎء ﺍﻥ ﺗﺸﻌﺮ ﺑﺤﺮﻳﺔ ﻷﻥ ﺗﻜﻮﻥ ﺇﺟﺎﺑﺎﺗﻚ ﺻﺮﻳﺤﺔ
 
  ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺍﻷﻳﺎﻡ ﺍﻟﺘﻲ ﻳﻨﺼﺤﻚ ﻓﻴﻬﺎ ﻓﺮﻳﻖ ﺍﻟﻌﻨﺎﻳﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﺨﺎﺹ ﺑﻚ ﺑﻔﺤﺺ ﻣﺴﺘﻮﻯ ﺍﻟﺴﻜﺮ ﻓﻲ ﺩﻣﻚ ؟ . 3ﺱ    
  (ﺇﺫﺍ ﻟﻢ ﻳﺘﻢ ﻧﺼﺤﻚ ﺑﺬﻟﻚ  0ﻓﻲ ﺍﻟﻤﺮﺑﻊ ﺭﻗﻢ   Vﺿﻊ ﺇﺷﺎﺭﺓ ) 
  7             6             5             4             3             2             1             0   
  □            □             □            □             □            □             □             □  
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  ﻗﻤﺖ ﻋﻤﻠﻴﺎ ًﺑﻔﺤﺺ ﻧﺴﺒﺔ ﺍﻟﺴﻜﺮ ﻓﻲ ﺩﻣﻚ ؟ﻛﻢ ﻣﺮﺓ ﻓﻲ ﺍﻷﻳﺎﻡ ﺍﻟﺴﺒﻌﺔ ﺍﻷﺧﻴﺮﺓ  
  7              6             5             4             3            2             1              0  
  □              □            □             □            □            □             □             □  
  
  ﺑﻊ ﻧﻄﺎﻡ ﻏﺬﺍء ﺻﺤﻲ ﺧﺎﺹ ؟ﺑﻤﺮﺿﻚ ﺑﺎﻥ ﺗﺖ ﻝ ﺃﻭﺻﻰ ﻓﺮﻳﻖ ﺍﻟﻌﻨﺎﻳﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﺨﺎﺹﻩ .  4ﺱ 
 
  ﻧﻌﻢ  □  
  ﻛﻼ  □  
 
 ﻣﺎ ﻫﻮ ﻋﺪﺩ ﺍﻷﻳﺎﻡ ﺍﻟﺘﻲ ﺗﺘﺒﻊ ﻓﻴﻬﺎ ﺫﻟﻚ ﺍﻟﻨﻄﺎﻡ ﺍﻟﻐﺬﺍﺋﻲ ﻓﻲ ﺍﻷﺳﺒﻮﻉ  ﺑﺸﻜﻞ ﻛﺎﻣﻞ ؟
  7               6            5               4             3          2             1            0  
       □               □           □               □            □          □             □           □  
 
 
  ﻫﻞ ﻧﺼﺤﻚ ﻓﺮﻳﻖ ﺍﻟﻌﻨﺎﻳﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﺨﺎﺹ ﺑﻤﺮﺿﻚ ﺑﺄﻥ ﺗﺘﻨﺎﻭﻝ ﺃﺩﻭﻳﺔ ﺍﻟﺴﻜﺮﻱ ﻛﻞ ﻳﻮﻡ ؟.   5ﺱ 
 
  ﻧﻌﻢ  □      
  ﻛﻼ  □      
 
  ﺍﻟﺴﺒﻌﺔ ﺍﻻﺧﻴﺮﺓ ؟ ﻛﻢ ﻣﺮﺓ ﺃﺧﺬﺕ ﺃﺩﻭﻳﺔ ﺍﻟﺴﻜﺮﻱ ﺗﻤﺎﻣﺎ ًﻛﻤﺎ ﻭﺻﻔﻬﺎ ﺍﻟﻔﺮﻳﻖ ﺍﻟﻄﺒﻲ ﺍﻟﺨﺎﺹ ﺑﻤﺮﺿﻚ ﺧﻼﻝ ﺍﻷﻳﺎﻡ 
  7               6             5               4           3           2            1          0   
  □              □             □               □           □          □            □         □   
 
 
 
 ssertS efiL dna gniebllew lanoitomE :F NOITCES
  ﺣﺴﻦ ﺳﻴﺮ ﺣﻴﺎﺗﻚ ﺍﻟﻌﺎﻁﻔﻴﺔ  ﻭﺍﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ –ﻭ : ﺍﻟﻘﺴﻢ 
 
 ﻳﺸﺘﻤﻞ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻫﺬﺍ ﺍﻟﻘﺴﻢ ﻋﻠﻰ ﺃﺳﺌﻠﺔ ﺗﺘﻌﻠﻖ ﺑﺤﺴﻦ ﺳﻴﺮ ﺣﻴﺎﺗﻚ ﺍﻟﻌﺎﻁﻔﻴﺔ ﻭﺍﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ ﺍﻟﺬﻱ ﺗﻮﺍﺟﻬﻪ ﻓﻲ
 ﺍﻟﻔﺘﺮﺓ ﺍﻷﺧﻴﺮﺓ
 
 ﻛﻢ (  V)  ﺍﻟﺮﺟﺎء ﺃﻥ ﺗﻮﺿﺢ ﻛﻢ ﻣﺮﺓ ﺑﻮﺿﻊ ﻋﻼﻣﺔ  . ﻓﻴﻤﺎ ﻳﻠﻲ ﻻﺋﺤﺔ ﺑﺄﺷﻴﺎء ﺷﻌﺮﺕ ﺑﻬﺎ ﺃﻭ ﺗﺼﺮﻓﺖ ﺑﻬﺎ  .  1ﺱ 
  ﺧﻼﻝ ﺍﻷﺳﺒﻮﻉ ﺍﻟﻤﺎﺿﻲ  ﻣﺮﺓ ﺷﻌﺮﺕ ﺑﺬﻟﻚ ﺍﻹﺣﺴﺎﺱ             
 
 
         ﻧﺎﺩﺭﺍ ًﻣﺎ ﻳﺤﺪﺙ        ﻗﻠﻴﻼ ًﺃﻭ ﺑﻌﺾ       ﺃﺣﻴﺎﻧﺎ ًﺃﻭ ﻓﻲ ﺃﻭﻗﺎﺕ          ﻣﻌﻈﻢ ﺍﻻﺣﻴﺎﻥ                                                          
  (ﺃﻳﺎﻡ 7 -5ﻣﻦ (        ) ﺃﻳﺎﻡ 4 -3)ﻣﻦ        ﻣﻌﺘﺪﻟﺔ ) ﺃﻭ ﻗﻠﻤﺎ ﻳﺤﺪﺙ          ﺍﻷﺣﻴﺎﻥ                                                        
  (   ﻳﻮﻡ ﺇﻟﻰ ﻳﻮﻣﻴﻦ(         ﺃﻗﻞ ﻣﻦ ﻳﻮﻡ)                                                                
 
              □                         □                   □                    □              ﻛﻨﺖ ﻣﺰﻋﻮﺟﺎ ًﻣﻦ ﺃﻣﻮﺭﻻ ﺗﺰﻋﺠﻨﻲ ﻋﺎﺩﺓ 
  □                         □                   □                    □ﻟﻢ ﺍﺷﻌﺮ ﺑﺮﻏﺒﺔ ﻓﻲ ﺍﻷﻛﻞ ﻛﺎﻧﺖ ﺷﻬﻴﺘﻲ ﻗﻠﻴﻠﺔ           
       □                         □                   □                    □ ﺷﻌﺮﺕ ﺑﺄﻧﻨﻲ ﻻ ﺃﺳﺘﻄﻴﻊ ﺍﻟﺘﺨﻠﺺ ﻣﻦ ﺍﻟﺸﻌﻮﺭ        
  ﺍﻟﺴﻮﺩﺍﻭﻱ ﺣﺘﻰ ﻣﻊ ﻣﺴﺎﻋﺪﺓ ﻋﺎﺋﻠﺘﻲ ﻭﺃﺻﺪﻗﺎﺋﻲ                      
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  □                        □                   □                     □ ﺷﻌﺮﺕ ﺃﻧﻨﻲ ﺑﺤﺎﻟﺔ ﺟﻴﺪﺓ ﻛﺠﻤﻴﻊ ﺍﻟﻨﺎﺱ                 
  □                        □                   □                     □   ﻱ ﺍﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ ﻣﺎ ﺃﻓﻌﻠﻪ          ﻭﺍﺟﻬﺖ ﺻﻌﻮﺑﺔ ﻑ
  □                        □                   □                     □ ﺷﻌﺮﺕ ﺑﺎﻹﻛﺘﺌﺎﺏ                                          
  □                        □                   □                     □ ﻱ ﻣﺠﻬﻮﺩﺍ ً            ﺷﻌﺮﺕ ﺑﺄﻥ ﻛﻞ ﺷﻲء ﻓﻌﻠﺘﻪ ﻛﻠﻔﻦ
  □                        □                   □                     □ ﺷﻌﺮﺕ ﺑﺎﻷﻣﻞ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺴﺘﻘﺒﻞ                         
                        □                   □                     □          ﺷﻌﺮﺕ ﺑﺄﻥ ﺣﻴﺎﺗﻲ ﻳﺴﻮﺩﻫﺎ ﺍﻟﻔﺸﻞ              
  □                         □                   □                      □        ﺷﻌﺮﺕ ﺑﺎﻟﺨﻮﻑ                                   
  □                         □                   □                      □ ﻛﺎﻥ ﻧﻮﻣﻲ ﻣﺘﻘﻄﻌﺎ ًﻭﻏﻴﺮ ﻣﺮﻳﺢ                         
  □                         □                   □                      □ ﺷﻌﺮﺕ ﺑﺎﻟﺴﻌﺎﺩﺓ                                           
  □                         □                   □                      □   ﺗﻜﻠﻤﺖ ﺃﻗﻞ ﻣﻦ ﺍﻟﻌﺎﺩﺓ                                   
  □                         □                   □                      □  ﺷﻌﺮﺕ ﺑﺎﻟﻮﺣﺪﺓ                                           
  □                         □                   □                      □ ﺷﻌﺮﺕ ﺃﻥ ﺍﻟﻨﺎﺱ ﻻ ﻳﻌﺎﻣﻠﻮﻧﻨﻲ ﺑﺎﻟﻮﺩ                   
  □                        □                    □                      □         ﺷﻌﺮﺕ ﺑﻤﺘﻌﺔ ﺍﻟﺤﻴﺎﺓ                             
  □                        □                    □                      □ﺍﻧﺘﺎﺑﺘﻨﻲ ﻧﻮﺑﺎﺕ ﻣﻦ ﺍﻟﺒﻜﺎء                                 
  □                        □                    □                      □ ﺷﻌﺮﺕ ﺑﺎﻟﺤﺰﻥ                                           
  □                        □                    □                      □ﺷﻌﺮﺕ ﺑﺎﻥ ﺍﻟﻨﺎﺱ ﻻ ﻳﺤﺒﻮﻧﻨﻲ                           
  □                        □                     □                      □  ﻟﻢ ﺃﺗﻤﻜﻦ ﻣﻦ ﻣﺘﺎﺑﻌﺘﻲ ﺣﻴﺎﺗﻲ ﺍﻟﻌﺎﺩﻳﺔ                 
 
 
  ؟ ﻫﺮﺍ ًﺍﻟﻤﺎﺿﻴﺔ ﺧﻼﻝ ﺍﻷﺷﻬﺮ ﺍﻹﺛﻨﻲ ﻋﺸﺮ ﺵﻛﻢ ﻣﺮﺓ ﺳﺒﺒﺖ ﻟﻚ ﺍﻷﻣﻮﺭ ﺍﻟﺘﺎﻟﻴﺔ ﺍﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ .  2ﺱ  
 
  ﻟﻢ ﺗﺴﺒﺐ ﺍﻟﻀﻐﻂ           ﺳﺒﺒﺖ ﺑﻌﺾ         ﺳﺒﺒﺖ ﺍﻟﻜﺜﻴﺮ         ﺳﺒﺒﺖ ﺍﻟﻀﻐﻂ                                              
  ﻯﺍﻟﻨﻔﺴﻲ ﺃﻭ ﺍﻟﻘﻠﻴﻞ           ﺍﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ        ﻣﻦ ﺍﻟﻀﻐﻂ            ﺍﻟﻨﻔﺴﻲ ﺇﻝ                                             
  ﻣﻨﻪ                                                     ﺍﻟﻨﻔﺴﻲ                  ﺃﺑﻌﺪ ﺍﻟﺤﺪﻭﺩ                                               
   □                      □                  □                 □ ﺻﺤﺘﻚ                                          
  □                      □                  □                 □  ﺳﺮﺗﻚ ﺃﻭ ﺍﺻﺪﻗﺎﺋﻚ                  ﺻﺤﺔ ﺃ
  □                      □                  □                 □ ﺍﻟﻌﻤﻞ ﻭﺍﻟﺘﻮﻅﻴﻒ                              
  □                      □                  □                 □      ﺍﻹﻧﺘﻘﺎﻝ ﺇﻟﻰ     ) ﺍﻟﺘﺮﺗﻴﺒﺎﺕ ﺍﻟﻤﻌﻴﺸﻴﺔ 
  (ﻣﻨﺰﻝ ﺁﺧﺮ ﺃﻭ ﺍﻹﺯﺩﺣﺎﻡ ﻓﻲ ﺍﻟﺒﻴﺖ
  □                       □                  □                 □  (   ﺍﻻﻋﻤﺎﻝ ﻭﺿﻴﻖ ﺍﻟﻮﻗﺖ) ﻋﺎﻣﻞ ﺍﻟﻮﻗﺖ
  □                       □                  □                 □  ﺍﻟﻤﺎﻝ ﻭﺍﻟﺘﻤﻮﻳﻞ                               
  □                       □                  □                 □ﺍﻟﻌﻼﻗﺔ ﻣﻊ ﺯﻭﺟﻚ ﺃﻭ ﺷﺮﻳﻚ ﺣﻴﺎﺗﻚ         
  □                       □                  □                 □   ﻋﻼﻗﺘﻚ ﻣﻊ ﺃﻭﻻﺩﻙ                         
  □                       □                  □                 □  ﺃﻓﺮﺍﺩ ﻋﺎﺋﻠﺘﻚ ﻭﺃﺻﺪﻗﺎﺋﻚ      ﻋﻼﻗﺘﻚ ﻣﻊ 
 
 122
 ﻣﻼﺣﻈﺎﺕ ﺃﺧﺮﻯ
 
  ﻝ ﺗﺠﺮﺑﺘﻚ ﻣﻊ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺃﻭ ﻣﻊ ﻧﻈﺎﻡ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻟﺼﺤﻴﺔﻭﻫﻨﺎﻙ ﺍﻱ ﺷﻲء ﺁﺧﺮ ﺗﺮﻳﺪ ﺃﻥ ﺗﺨﺒﺮﻧﺎ ﻋﻨﻪ ﺡ ﻫﻞ
 ﺃﻭ ﺣﻮﻝ ﻫﺬﺍ ﺍﻹﺳﺘﻄﻼﻉ ؟
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  ﻟﺘﺤﻜﻢ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻭﺗﺄﺛﻴﺮﻩ  ﻓﻲ ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲﺍ
 
 ﺑﻴﺎﻥ ﻣﻌﻠﻮﻣﺎﺕ ﻟﻠﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ
 
 
  ﻣﺎ ﻫﻮ ﻣﻮﺿﻮﻉ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(   1) 
 
ﺫﺍ ﺍﻟﺒﺤﺚ ﻟﻤﻌﺮﻓﺔ ﻣﺪﻯ ﺍﻧﺘﺸﺎﺭ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺑﻴﻦ ﺃﺑﻨﺎء ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲ ﻭﻛﻴﻒ ﻳﺆﺛﺮ ﺍﻟﺴﻜﺮﻱ ﻋﻠﻰ ﻳﺠﺮﻱ ﺍﻟﻘﻴﺎﻡ ﺑﻪ 
ﺣﻴﺎﺗﻬﻢ ﺍﻟﺸﺨﺼﻴﺔ ﻭﺍﻟﻌﺎﺋﻠﻴﺔ ﻭﺍﻹﺟﺘﻤﺎﻋﻴﺔ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺗﺤﺪﻳﺪ ﺍﻟﺪﺭﺟﺔ ﺍﻟﺘﻲ ﻳﺴﺎﻫﻢ ﻓﻴﻬﺎ ﻧﻤﻂ ﺣﻴﺎﺗﻨﺎ ﺍﻟﻤﻌﺎﺻﺮﺓ ﻓﻲ ﻅﻬﻮﺭ ﻣﺮﺽ 
ﻗﻮﻡ ﺑﺈﺳﺘﻜﺸﺎﻑ ﺍﻟﻮﺳﺎﺋﻞ ﺍﻟﺘﻲ ﻳﺘﺤﻜﻢ  ﺑﻮﺍﺳﻄﺘﻬﺎ ﺍﻟﻤﺸﺎﺭﻛﻮﻥ ﺑﻤﺮﺽ ﻥﺳﻜﺮﻱ ﻋﻨﺪ ﻫﺆﻻء ﺍﻷﺷﺨﺎﺹ ؛ ً ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺃﻧﻨﺎ ﺱﺍﻝ
   . ﺍﻟﺴﻜﺮﻱ 
 
  ﻣﻦ ﻳﻘﻮﻡ ﺑﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(    2) 
 
ﻳﻘﻮﻡ ﺑﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ  ﻭﺳﺎﻡ ﻣﺼﻄﻔﻰ ﻭﻫﻮ ﻁﺎﻟﺐ ﺃﺑﺤﺎﺙ ﺩﺭﺍﺳﺎﺕ ﻋﻠﻴﺎ ﻭﺳﺘﺸﻜﻞ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻷﺳﺎﺱ ﻟﺪﺭﺟﺔ ﺍﻟﺪﻛﺘﻮﺭﺓ  ﻓﻲ ﺍﻟﻌﻠﻮﻡ 
  ﺣﺴﻴﻦ ﻭﺍﻟﻤﺤﺎﺿﺮﺓ ﺍﻟﺠﺎﻣﻌﻴﺔ ﺍﻟﻜﺘﻮﺭﺓ ﻛﺎﻳﺖ ﺃﻭﻟﻮﻏﻠﻴﻦ   ﺍﻟﺘﻄﺒﻴﻘﻴﺔ ﻣﻦ ﺟﺎﻣﻌﺔ ﺳﻴﺪﻧﻲ ﺑﺈﺷﺮﺍﻑ ﺍﻟﺪﻛﺘﻮﺭﺓ ﺯﺍﻛﻴﺎ
 
  ﻣﺎﺫﺍ ﺗﺸﻤﻞ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(    3)
 
ﻋﻨﺪﻣﺎ ﺗﺤﻀﺮ ﺇﻟﻰ ﻋﻴﺎﺩﺓ ﺍﻟﻄﺒﻴﺐ ﺃﻭ ﺍﻟﻌﻴﺎﺩﺓ ﺍﻟﺨﺎﺻﺔ ﺑﺎﻟﺴﻜﺮﻱ ﻓﻲ ﺍﻟﻤﻮﻋﺪ ( ﺩﻗﻴﻘﺔ 04 – 03)ﺗﻌﺒﺌﺔ ﺍﺳﺘﺒﻴﺎﻥ ﺗﺸﻤﻞ ﺍﻟﻤﺸﺎﺭﻛﺔ 
ﺍﻥ ﺍﻟﻤﺨﺼﺺ ﻟﺠﻤﻊ ﺍﻹﺳﺘﺒﻴﺎﻧﺎﺕ ﻓﻲ ﻏﺮﻓﺔ ﺑﺈﻣﻜﺎﻧﻚ ﺗﻌﺒﺌﺔ ﺍﻹﺳﺘﺒﻴﺎﻥ ﻗﺒﻞ ﺃﻭ ﺑﻌﺪ ﻣﻮﻋﺪﻙ ﻭﻭﺿﻌﻪ ﻓﻲ ﺍﻟﻤﻚ. ﺍﻟﻤﺨﺼﺺ ﻟﻚ 
ﺇﺫﺍ ﻟﻢ ﺗﺘﻤﻜﻦ ﻣﻦ ﺗﻌﺒﺌﺔ ﺍﻹﺳﺘﺒﻴﺎﻥ ﻓﻲ ﺍﻟﻮﻗﺖ ﺍﻟﻤﺨﺼﺺ ﻟﻤﻮﻋﺪﻙ ﻳﻤﻜﻦ ﺃﺧﺬ ﺍﻹﺳﺘﺒﻴﺎﻥ ﻣﻌﻚ ﻭﺇﻋﺎﺩﺗﻪ ﺇﻟﻰ ﻣﻜﺎﻥ ﺟﻤﻊ . ﺍﻹﻧﺘﻈﺎﺭ
  .ﺍﻹﺳﺘﺒﻴﺎﻧﺎﺕ ﻋﻨﺪﻣﺎ ﺗﺤﻀﺮ ﺇﻟﻰ ﺍﻟﻌﻴﺎﺩﺓ ﻓﻲ ﺯﻳﺎﺭﺗﻚ ﺍﻟﻘﺎﺩﻣﺔ 
 
ﺭﺓ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻟﻠﻤﺸﺎﺭﻛﻴﻦ ﻭﺍﻹﺳﺘﺒﻴﺎﻥ ﻭﺍﺳﺘﻤﺎﺭﺓ ﺍﻟﻤﻮﺍﻓﻘﺔ ﺳﻴﺴﺘﻠﻢ ﻛﻞ ﻣﻦ  ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﺍﻟﻤﺆﻫﻠﻴﻦ ﺭﺯﻣﺔ ﺍﻟﺒﺤﺚ ﺍﻟﺘﻲ ﺗﺸﻤﻞ ﻧﺶ
ﻭﺳﻴﻄﻠﺐ ﻣﻦ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﺗﻌﺒﺌﺔ ﺍﻹﺳﺘﺒﻴﺎﻥ ﻭﺇﻋﺎﺩﺗﻪ ﺇﻟﻰ ﺻﺎﺣﺐ ﺍﻟﺒﺤﺚ . ﻭﻣﻐﻠﻒ ﺩﻓﻌﺖ ﺗﻜﺎﻟﻴﻔﻪ ﺍﻟﺒﺮﻳﺪﻳﺔ ﺳﻠﻔﺎ ًﻋﻠﻰ ﻋﻨﻮﺍﻧﻬﻢ ﺍﻟﺒﺮﻳﺪﻱ 
 . ً
 
  ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟ ﺳﺘﻐﺮﻗﻪﻣﺎ ﻫﻮ ﺍﻟﻮﻗﺖ ﺍﻟﺬﻱ ﺕ(  4)
 
  ﺩﻗﻴﻘﺔ  04ﺇﻟﻰ   03ﻳﺤﺘﺎﺝ ﺍ ﺇﺟﺮﺍء ﺇﺳﺘﻄﻼﻉ  ﺍﻹﺳﺘﺒﻴﺎﻥ  ﻣﻦ 
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  ﻫﻞ ﻳﻤﻜﻨﻨﻲ ﺍﻹﻧﺴﺤﺎﺏ ﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟(  5)
 
ﻟﻴﺲ ﻫﻨﺎﻙ ﻣﺎ ﻳﺠﺒﺮﻙ ﻋﻠﻰ ﺍﻟﻤﻮﺍﻓﻘﺔ ﻭﺇﺫﺍ ﻭﺍﻓﻘﺖ ﺑﺈﻣﻜﺎﻧﻚ ﺃﻥ ﺗﻨﺴﺤﺐ ﻓﻲ ﺃﻱ ﻭﻗﺖ  –ﻣﺸﺎﺭﻛﺘﻚ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻁﻮﻋﻴﺔ ﺑﺎﻟﻜﺎﻣﻞ 
  .ﺩﻭﻥ ﺃﻥ ﻳﺆﺛﺮ ﺫﻟﻚ ﻋﻠﻰ ﻋﻼﻗﺘﻚ ﺑﺠﺎﻣﻌﺔ ﺳﻴﺪﻧﻲ 
ﺑﺈﻣﻜﺎﻧﻚ ﺍﻹﻧﺴﺤﺎﺏ ﻓﻲ ﺃﻱ ﻭﻗﺖ ﻗﺒﻞ . ﺗﻚ ﻋﻠﻰ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺇﻥ ﺇﺟﺎﺑﺘﻚ ﻋﻠﻰ ﻛﺎﻣﻞ ﺍﻹﺳﺘﺒﻴﺎﻥ  ﻣﺆﺷﺮ ﻋﻠﻰ  ﻣﻮﺍﻓﻖ  
  .ﻋﻨﺪﻣﺎ ﺗﺮﺳﻞ ﺍﻹﺳﺘﺒﻴﺎﻥ ﺍﻟﺬﻱ ﻻ ﻳﺪﻝ ﻋﻠﻰ ﺷﺨﺼﻴﺘﻚ ﻓﻠﻦ ﺗﺴﺘﻄﻴﻊ ﻋﻨﺪﻫﺎ ﺳﺤﺐ ﺭﺩﻙ . ﻛﺎﻣﻼ ً|  ﺗﻘﺪﻳﻢ ﺍﻹﺳﺘﺒﻴﺎﻥ
 
 
                          ﺧﺮ ﻋﻠﻰ ﺍﻟﻨﺘﺎﺋﺞ ؟                                                  ﻫﻞ ﺳﻴﻄﻠﻊ ﺃﻱ ﺷﺨﺺ ﺁ(     6  
ﺳﺘﺒﻘﻰ ﺟﻤﻴﻊ ﻧﻮﺍﺣﻲ ﺍﻟﺪﺭﺍﺳﺔ ﺑﻤﺎ ﻓﻴﻬﺎ ﺍﻟﻨﺘﺎﺋﺞ ﺍﻟﺘﻲ ﻳﺘﻢ ﺍﻟﺘﻮﺻﻞ ﺇﻟﻴﻬﺎ ﺳﺮﻳﺔ ﺑﺸﻜﻞ ﻛﺎﻣﻞ ﻭﻟﻦ ﻳﻄﻠﻊ ﻋﻠﻰ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﺘﻲ ﺗﺨﺺ  
ﺗﻘﺮﻳﺮ ﺣﻮﻝ ﺍﻟﺪﺭﺍﺳﺔ ﻟﻠﻨﺸﺮ ﺇﻻ ﺃﻧﻪ ﻟﻦ ﻳﺘﻢ  ﻳُﻘﺪﻡ ﻣﻦ ﺍﻟﻤﻤﻜﻦ ﺃﻥ. ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﻫﺬﺍ ﺍﻟﺒﺤﺚ ﺳﻮﻯ ﺍﻷﺷﺨﺎﺹ ﺍﻟﺬﻳﻦ ﻳﺠﺮﻭﻥ ﺍﻟﺒﺤﺚ
  . ﻫﻮﻳﺔ ﺍﻷﺷﺨﺎﺹ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻲ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﻫﺬﺍ ﺍﻟﺘﻘﺮﻳﺮﺗﺤﺪﻳﺪ 
 
  ﻫﻞ ﺳﺘﻔﻴﺪﻧﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟         (   7)  
 
ﺳﺘﺤﺪﺩ ﺍﻟﺘﺎﺋﺞ ﺍﻟﺘﻲ ﻳﺘﻢ ﺍﻟﺘﻮﺻﻞ ﺇﻟﻴﻬﺎ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ  ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﺘﻲ ﺗﺆﺩﻱ ﺇﻟﻰ ﺇﺩﺍﺭﺓ  ﻭﺗﺤﻜﻢ ﺃﻓﻀﻞ ﺑﺎﻟﻤﺮﺽ ﺍﻻﻣﺮ ﺍﻟﺬﻱ ﻳﻌﻮﺩ  
ﻛﻤﺎ ﺳﺘﺴﺎﻋﺪ ﺍﻟﻨﺘﺎﺋﺞ ﺍﻟﺘﻲ ﺳﺘﺘﻮﺻﻞ ﺇﻟﻴﻬﺎ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻣﻘﺪﻣﻲ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻟﺼﺤﻴﺔ . ﺑﺪﻭﺭﻩ ﺑﻄﺮﻳﻘﺔ ﻏﻴﺮ ﻣﺒﺎﺷﺮﺓ ﺇﻟﻰ ﺇﻓﺎﺩﺓ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ 
  .ﻭﻭﺍﺿﻌﻲ ﺍﻟﺴﻴﺎﺳﺎﺕ ﻟﺘﻮﻋﻴﺔ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﻤﺸﺎﺑﻬﺔ ﻟﻤﺠﺘﻤﻊ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺣﻮﻝ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻭﺃﺳﺎﻟﻴﺐ ﺇﺩﺍﺭﺗﻪ ﻭﺍﻟﺘﺤﻜﻢ  ﺑﻪ 
 
  ﺧﺒﺮ ﺍﻷﺷﺨﺎﺹ ﺍﻵﺧﺮﻳﻦ ﻋﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ؟ﻫﻞ ﻳﻤﻜﻨﻨﻲ ﺃﻥ ﺃ(      8) 
 
  ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻣﺮ ﻳﻌﻮﺩ ﻛﻠﻴﺎ ًﻟﻠﻤﺸﺎﺭﻙﺇﺧﺒﺎﺭ ﺍﻵﺧﺮﻳﻦ ﻋﻦ  
 
  ﺫﺍ ﺍﻓﻌﻞ ﺇﺫﺍ ﺍﺣﺘﺠﺖ ﺇﻟﻰ ﻣﺰﻳﺪ ﻣﻦ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ؟   ﻣﺎ(    9) 
 
ﺇﺫﺍ ﻛﻨﺘﻢ ﺑﺤﺎﺟﺔ ﻟﻠﺤﺼﻮﻝ . ﻋﻨﺪﻣﺎ ﺗﻘﺮﺃ ﻫﺬﻩ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺳﻴﻘﻮﻡ  ﻭﺳﺎﻡ ﻣﺼﻄﻔﻰ ﺑﺎﻟﻤﺰﻳﺪ ﻣﻦ ﻣﻨﺎﻗﺸﺘﻬﺎ ﻣﻌﻚ ﻭﺍﻹﺟﺎﺑﺔ ﻋﻠﻰ ﺍﺳﺌﻠﺘﻚ 
  :ﺍﻝ ﺏ ِﻋﻠﻰ ﻣﺰﻳﺪ ﻣﻦ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻓﻲ ﺃﻳﺔ ﻣﺮﺣﻠﺔ ﺍﻟﺮﺟﺎء ﺍﻹﺗﺺ
 
 ahpatsuM massiW
 tneduts DhP
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  ﻣﺎﺫﺍ ﺃﻓﻌﻞ ﺇﺫﺍ ﻛﺎﻥ ﻟﺪﻱ ﺷﻜﻮﻯ ﺃﻭ ﺇﻫﺘﻤﺎﻡ ؟(  01) 
 
 ﻳﺴﺘﻄﻴﻊ ﺃﻱ ﺷﺨﺺ ﻟﺪﻳﻪ ﺷﻜﻮﻯ ﺃﻭ ﺍﻫﺘﻤﺎﻡ ﺣﻮﻝ ﺍﺟﺮﺍء ﺍﻟﺒﺤﺚ ﻟﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻥ ﻳﺘﺼﻞ ﺏ ِ
 )enohpeleT( 6718 7268 2 16 + :no yendyS fo ytisrevinU ,oitartsinimda scihtE namuH ,reganaM ytupeD
 .)liamE( ua.ude.yendys@scihtenamuh.ro : ro )elimiscaF( 7718 7268 2 16 +
 
 
  
 ﻧﺸﺮﺓ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻫﺬﻩ ﻟﻚ ﻟﺘﺤﺘﻔﻂ ﺑﻬﺎ
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Appendix 5.9:  Perceived Diabetes Self-Management Scale 
 
1. When all is said and done I am the person who is responsible for taking care of my 
health. 
2. Taking an active role in my own health care is the most important thing that affects 
my health. 
3. I am confident I can help prevent or reduce problems associated with my health. 
4. I know what each of my prescribed medications do. 
5. I am confident that I can tell whether I need to go to the doctor or whether I can take 
care of a health problem myself. 
6. I am confident that I can tell a doctor concerns I have even when he or she does not 
ask. 
7. I am confident that I can follow through on medical treatments I may need to do at 
home 
8. I understand my health problems and what causes them. 
9. I know what treatments are available for my health problems. 
10. I have been able to maintain (keep up with) lifestyle changes, like eating right or 
exercising. 
11. I know how to prevent problems with my health. 
12. I am confident I can figure out solutions when new problems arise with my health. 
13. I am confident that I can maintain lifestyle changes, like eating right and exercising, 
even during times of stress. 
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Appendix 5.10:    Well-Being Scale 
 
1. I was bothered by things that usually don’t bother me.                     
2. I did not feel like eating; my appetite was poor.                             
3. I felt that I could not shake off the blues even with help from my family or 
              friends. 
4. I felt I was just as good as other people.                   
5. I had trouble keeping my mind on what I was doing.         
6. I felt depressed.         
7. I felt that everything I did was an effort.      
8. I felt hopeful about the future.       
9. I thought my life had been a failure.      
10. I felt fearful.          
11. My sleep was restless.       
12. I was happy.        
13. I talked less than usual.        
14. I felt lonely.         
15. People were unfriendly.        
16. I enjoyed life.         
17. I had crying spells.         
18. I felt sad.          
19. I felt that people dislike me.       
20. I could not get “going”. 
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Appendix 5.11:    Participant Consent form 
 
 
 
 
 
PARTICIPANT CONSENT FORM 
 
I, ............................................................................., give consent to my participation in the 
research project 
 
TITLE:  IMPACT OF DIABETES AMONG THE LEBANESE COMMUNITY IN SYDNEY 
 
In giving my consent I acknowledge that: 
 
1. The procedures required for the project and the time involved have been explained 
to me, and any questions I have about the project have been answered to my 
satisfaction. 
 
 
2. I have read the Participant Information Statement and have been given the 
opportunity to discuss the information and my involvement in the project with the 
researcher/s. 
 
 
3. I understand that I can withdraw from the study at any time, without affecting my 
relationship with the researcher(s) or the University of Sydney now or in the future. 
 
4. I understand that my involvement is strictly confidential and no information about 
me will be used in any way that reveals my identity. 
 
 
5. I understand that being in this study is completely voluntary – I am not under any 
obligation to consent. 
 
 
 
 
 
Discipline of Behavioural and Social 
Sciences in Health 
Faculty of Health sciences 
  
  ABN 15 211 513 464  
  Dr. Zakia, Syeda Hossain  
 Senior lecturer 
Room G209 
C42 - Cumberland Campus 
The University of Sydney 
Lidcombe 
NSW 2141 Australia 
Telephone:   +61 2 9351 9340 
Facsimile:  +61 2 9351 9540 
Email: 
zakia.hossain@sydney.edu.au 
Web: http://www.fhs.usyd.edu.au/ 
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6. I understand that I can stop the interview at any time if I do not wish to continue, the 
audio/video recording will be erased and the information provided will not be 
included in the study. 
 
 
7. I consent to:  
 
i) Audio-taping YES  NO
  
ii) Receiving Feedback YES  NO
  
If you answered YES to the “Receiving Feedback Question (ii)”, please 
provide your details i.e. mailing address, email address. 
 
 
Feedback Option 
 
Address:  ___________________________________________________ 
 
___________________________________________________ 
 
Email: ___________________________________________________ 
 
 
 
Signed:  ..............................................................................................................................  
 
Name:   ..............................................................................................................................  
 
Date:   ..............................................................................................................................  
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 ﺇﺳﺘﻤﺎﺭﺓ ﺍﻟﻤﻮﺍﻓﻘﺔ ﻟﻠﻤﺸﺎﺭﻛﻴﻦ
 
 
  ﺃﻭﺍﻓﻖ ﻏﻠﻰ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲ ﻣﺸﺮﻭﻉ ﺍﻟﺒﺤﺚ..............................................................  (ﻟﻤﺸﺎﺭﻙﺇﺳﻢ ﺍ)ﺃﻧﺎ 
 
  ﺍﻟﺘﺤﻜﻢ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ  ﻭﺗﺄﺛﻴﺮﻩ ﻓﻲ ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲ:    ﺇﺳﻢ ﺍﻟﺒﺤﺚ
 
  :ﺑﺈﻋﻄﺎء ﻣﻮﺍﻓﻘﺘﻲ ﺃُﻗﺮﺑﻤﺎ ﻳﻠﻲ 
 
ﺑﺄﻥ ﺍﻟﺨﻄﻮﺍﺕ ﺍﻟﻤﻄﻠﻮﺑﺔ ﻟﻬﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻭﺍﻟﻮﻗﺖ ﺍﻟﺬﻱ ﺗﺤﺘﺎﺟﻪ ﻗﺪ ﺗﻢ ﺷﺮﺣﻬﺎ ﻟﻲ ﻭﺃﻥ ﺟﻤﻴﻊ ﺍﺳﺌﻠﺘﻲ  ﺣﻮﻝ  ﻫﺬﻩ          ﺍﻟﺪﺭﺍﺳﺔ ﻗﺪ .  1
  .ﺗﻤﺖ ﺍﻹﺟﺎﺑﺔ ﻋﻠﻴﻬﺎ ﺑﺸﻜﻞ ُﻣﺮٍﺽ 
 
ﻗﺮﺃﺕ ﺑﻴﺎﻥ ﻣﻌﻠﻮﻣﺎﺕ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻭﻗﺪ ﺃﻋﻄﻴﺖ ﻟﻲ ﺍﻟﻔﺮﺻﺔ ﻟﻤﻨﺎﻗﺸﺔ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻭﺩﺭﺟﺔ ﻣﺸﺎﺭﻛﺘﻲ ﻓﻲ ﻫﺬﻩ              ﺍﻟﺪﺭﺍﺳﺔ  . 2
  .   ﻣﻦ ﻗﺒﻞ ﺻﺎﺣﺐ ﺍﻟﺒﺤﺚ 
 
ﺃﻋﺮﻑ ﺑﺄﻧﻲ ﺃﺳﺘﻄﻴﻊ ﺍﻹﻧﺴﺤﺎﺏ ﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﺃﻱ ﻭﻗﺖ ﺩﻭﻥ ﺃﻥ ﻳﺆﺛﺮ ﺫﻟﻚ ﻋﻠﻰ ﻋﻼﻗﺘﻲ ﺑﺼﺎﺣﺐ ﺍﻟﺒﺤﺚ      ﺃﻭ ﺑﺠﺎﻣﻌﺔ .  3
  .ﻓﻲ ﺍﻟﻤﺴﺘﻘﺒﻞ ﺳﻴﺪﻧﻲ ﺍﻵﻥ ﺃﻭ 
 
  .ﺃﻋﺮﻑ ﺑﺎﻥ ﻣﺸﺎﺭﻛﺘﻲ ﺳﺮﻳﺔ ﻛﻠﻴﺎ ًﻭﻟﻦ ﺗﺴﺘﻌﻤﻞ ﺃﻱ ﻣﻌﻠﻮﻣﺎﺕ ﻋﻨﻲ  ﺑﺸﻜﻞ ﻳُﻌﺮﻑ ﻋﻰ ﻫﻮﻳﺘﻲ .  4
 
  ﺃﻋﺮﻑ ﺑﺄﻥ ﻣﺸﺎﺭﻛﺘﻲ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻁﻮﻋﻴﺔ ﺑﺸﻜﻞ ﻛﺎﻣﻞ ﻭﺃﻧﻨﻲ ﻟﺴﺖ ﺗﺤﺖ ﺃﻱ ﻣﻮﺟﺐ ﻟﻠﻤﻮﺍﻓﻘﺔ ﻋﻠﻰ .  5
  .ﺍﻟﻤﺸﺎﺭﻛﺔ       
 
ﺕ ﻏﻴﺮ ﺭﺍﻏﺐ ﻓﻲ ﺍﺳﺘﻤﺮﺍﺭﻫﺎ  ﻭﻟﻦ ﺗﻜﻮﻥ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻭﻗﺖ ﺇﺫﺍ ﻛﻦ ﺃﻋﺮﻑ ﺑﺄﻧﻨﻲ ﺃﺳﺘﻄﻴﻊ ﺍﻟﺘﻮﻗﻒ ﻋﻦ ﺇﺟﺮﺍء ﺍﻟﻤﻘﺎﺑﻠﺔ ﻓﻲ ﺃﻱ .  6
  . ﺍﻟﺘﻲ ﻗﺪﻣﺘﻬﺎ ﻣﺸﻤﻮﻟﺔ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ
 
  : ﺃﻭﺍﻓﻖ ﻋﻠﻰ .  7
 
  □ﻛﻼ                                      □ﺗﺴﺠﻴﻞ ﺻﻮﺗﻲ                                     ﻧﻌﻢ    (      ﺍ    
 
  □ﻛﻼ                                      □ﻧﻌﻢ                        ﺗﻠﻘﻲ ﻣﻌﻠﻮﻣﺎﺕ ﺣﻮﻝ ﻣﻘﺎﺑﻠﺘﻲ  (    ﺏ   
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  ﺇﺫﺍ ﺃﺟﺒﺖ ﺑﻨﻌﻢ ﺣﻮﻝ ﺗﻠﻘﻲ ﻣﻌﻠﻮﻣﺎﺕ ﺣﻮﻝ ﻣﻘﺎﺑﻠﺘﻚ            
  ﻋﻨﻮﺍﻧﻚ ﺍﻟﺒﺮﻳﺪﻱ ﺃﻭ ﺑﺮﻳﺪﻙ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ: ﺍﻟﺮﺟﺎء ﻛﺘﺎﺑﺔ ﻣﻌﻠﻮﻣﺎﺕ ﺗﺨﺼﻚ ﻣﺜﻞ (    ﺝ   
     
  _______________________________________________: ﺍﻟﻌﻨﻮﺍﻥ ﺍﻟﺒﺮﻳﺪﻱ     
 
  _______________________________________________                          
 
  _______________________________________________: ﺍﻟﺒﺮﻳﺪ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ   
 
 
 
  ................................: ...........................................................................ﺍﻟﺘﻮﻗﻴﻊ 
 
  : ............................................................................................................ﺍﻹﺳﻢ 
 
  ............: ..............................................................................................ﺍﻟﺘﺎﺭﻳﺦ 
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Appendix 5.13:    Advertisement 
 
 
 
                     Participants Needed for Diabetes               
                     Research Study.  
                     Faculty of Health sciences,    
                     University of Sydney 
 
                                  Research Title: Impact of Diabetes among the Lebanese   
                                  community in Sydney. 
 
 
Are you between the ages of 40-55 years and been diagnosed 
with Type 2 Diabetes? 
 
 
We are seeking males and females between the ages of 40 and 55 to participate 
in a diabetes research study with the University of Sydney. If you are 
Lebanese, have Type 2 Diabetes and live in Sydney you may qualify to partake 
in this study. 
 
 
You will be asked to complete a questionnaire and, for some, participate in an 
interview. This study will benefit the participants by pointing out simpler solutions 
and management of diabetes. 
 
 
All aspects of the study, including results, will be strictly confidential. 
Anonymity will be maintained throughout the research. 
 
 
Anyone wishing to volunteer or find out more about the study please contact 
Dr. Wissam Mustapha on 0415720267 or wmus9260@uni.sydney.edu.au. 
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   ﻧﺤﻦ ﺑﺤﺎﺟﺔ ﺇﻟﻰ ﻣﺸﺎﺭﻛﻴﻦ ﻓﻲ ﺩﺭﺍﺳﺔ ﺣﻮﻝ ﻣﺮﺽ                     
   .ﻓﻲ ﻛﻠﻴﺔ ﺍﻟﻌﻠﻮﻡ ﺍﻟﺼﺤﻴﺔ؛ ﺟﺎﻣﻌﺔ ﺳﻴﺪﻧﻲﻱ ﺍﻟﺴﻜﺮ                      
                          
  ﺗﺄﺛﻴﺮ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﻓﻲ ﺍﻟﺠﺎﻟﻴﺔ ﺍﻟﻠﺒﻨﺎﻧﻴﺔ ﻓﻲ ﺳﻴﺪﻧﻲ :ﺇﺳﻢ ﺍﻟﺒﺤﺚ                            
                                                                                
      
                                                                                                          
  ﻫﻞ ﻳﺘﺮﺍﻭﺡ ﻋﻤﺮﻙ ﺑﻴﻦ ﺍﻷﺭﺑﻌﻴﻦ ﻭﺍﻟﺨﺎﻣﺴﺔ ﻭﺍﻟﺨﻤﺴﻴﻦ ﻣﻦ ﺍﻟﻌﻤﺮ ﻭﺗﻌﺎﻧﻲ ﻣﻦ ﺍﻟﻨﻮﻉ ﺍﻟﺜﺎﻧﻲ ﻡ       
                        ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ؟        
             setebaiD 2 epyT  
    
 
 ﻧﺒﺤﺚ ﻋﻦ ﺭﺟﺎﻝ ﻭﻧﺴﺎء ﺗﺘﺮﺍﻭﺡ ﺃﻋﻤﺎﺭﻫﻢ   ﻥ ﺍﻻﺭﺑﻌﻴﻦ ﻭﺍﻟﺨﺎﻣﺴﺔ ﻭﺍﻟﺨﻤﺴﻴﻦ  ﻟﻠﻤﺸﺎﺭﻛﺔ ﻓﻲ ﺑﺤﺚ ﻟﺪﺭﺍﺳﺔ ﻣﺮﺽﺑﻲ
ﻓﻘﺪ ﺗﻜﻮﻥ ﻣﺆﻫﻼ ً ﺳﻴﺪﻧﻲ ﻣﺪﻳﻨﺔ ﻭﺗﺴﻜﻦ ﻓﻲ ﺍﻟﻨﻮﻉ ﺍﻟﺜﺎﻧﻲ ﻣﺮﺽ ﺍﻟﺴﻜﺮﻱ ﺇﺫﺍ ﻛﻨﺖ ﻟﺒﻨﺎﻧﻴﺎ ًﻭﺗﻌﺎﻧﻲ ﻣﻦ. ﺍﻟﺴﻜﺮﻱ ﻣﻊ ﺟﺎﻣﻌﺔ ﺳﻴﺪﻧﻲ  
  .ﻟﻠﻤﺸﺎﺭﻛﺔ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ 
 
ﺗﻔﻴﺪ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻴﻬﺎ  ﺑﺄﻥ ﺗﺮﺷﺪﻫﻢ  ﺇﻟﻰ . ؛ ﻛﻤﺎ ﺳﻴﻄﻠﺐ ﻣﻦ ﺍﻟﺒﻌﺾ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲ ﻣﻘﺎﺑﻠﺔ ﺳﻴﻄﻠﺐ ﻣﻨﻚ ﺗﻌﺒﺌﺔ ﺇﺳﺘﻄﻼﻉ 
  .ﺣﻠﻮﻝ ﺃﺳﻬﻞ ﻟﻠﺘﺤﻜﻢ ﺑﻤﺮﺽ ﺍﻟﺴﻜﺮﻱ 
  
  . ﻭﻟﻦ ﻳﺘﻢ ﺍﻟﻜﺸﻒ ﻋﻦ  ﻫﻮﻳﺔ ﺍﻟﻤﺸﺎﺭﻛﻴﻦ ﻓﻴﻬﺎ  ﺳﺘﺒﻘﻰ ﺳﺮﻳﺔﺟﻤﻴﻊ ﻧﻮﺍﺣﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺑﻤﺎ ﻓﻴﻬﺎ ﺍﻟﻨﺘﺎﺋﺞ   
  
 
  ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻭ ﻳﺮﻳﺪ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﻣﺰﻳﺪ ﻣﻦ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﻋﻠﻰ ﻣﻦ ﻳﺮﻏﺐ ﻓﻲ ﺍﻟﺘﻄﻮﻉ ﻟﻠﻤﺸﺎﺭﻛﺔ ﻓﻲ 
  : ﺃﻭ ﻋﻠﻰ ﺍﻟﻌﻨﻮﺍﻥ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ   7620275140: ﺃﻥ ﻳﺘﺼﻞ ﺑﺎﻟﺪﻛﺘﻮﺭ ﻭﺳﺎﻡ ﻣﺼﻄﻔﻰ ﻋﻠﻰ ﺭﻗﻢ ﻫﺎﺗﻒ   
 ua.ude.yendys.inu@0629sumW
 
 
 
 
 
 
 
 
 
 
 
